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EEPOET 

OF   THE 

COUNCIL  OF  THE  CLINICAL  SOCIETY. 

December    1879. 


THE  Council  is  able  to  congratulate  tKe  Society  on  its 
increasing  prosperity,  in  respect  alike  to  its  finance, 
the  number  of  its  members,  the  ample  supply  of  important 
papers  read  at  its  meetings,  and  the  valuable  discussions 
which  have  taken  place.  The  year  opened  with  a  balance  at 
the  bankers'  of  2531.  After  all  liabilities  have  been  met, 
and  after  the  purchase  of  lOOL  of  Consols,  the  balance  that 
remains  amounts  to  21 21.  Fifty-five  communications,  the 
largest  number  yet  reached,  are  presented  in  the  *  Trans- 
actions '  published  at  the  opening  of  the  Session  ;  and  the 
volume  is  enriched  by  six  chromolithographs  and  five  wood- 
cuts. 

The  Society  has  had  to  lament  the  death  of  several 
members,  whose  loss  has  been  deeply  and  universally  felt, 
both  within  these  walls  and  throughout  the  whole  pro- 
fession. Mr.  Callender,  the  first  Surgical  Secretary  of  the 
Society,  from  1867  to  1880,  and  President  during  1877-1879  ; 
Dr.  Murchison,  who  did  so  much  valuable  work  for  the 
Society,  and  who  was  elected  a  Vice-President  in  1872 ;  Dr. 
Tilbury  Fox  and  Mr.  Maunder,  always  very  active  members  ; 
Dr.  Beigel,  a  regular  attendant  at  the  early  meetings ;  Dr. 
Eendle,  Mr,  T.  B.  Hay,  and  Dr.  Harry  Leach  have  all 
passed  away  during  the  present  year.     Twent}^  resident  and 
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seven  non-resident  members  have  been  elected;  and  Mr. 
Heath,  the  Treasurer  of  the  Society,  has  been  appointed  a 
Trustee  in  the  room  of  Mr.  Callender. 

The  Council,  to  render  the  '  Transactions  '  more  easy  of 
reference,  has  directed  the  preparation  of  a  copious  general 
index  to  the  twelve  volumes  already  published.  This  will 
shortly  be  issued  as  a  separate  volume. 

New  regulations,  providing  for  the  exhibition  of  living 
specimens  in  the  anteroom,  before  and  after  the  meetings, 
have  been  introduced,  in  order,  on  the  one  hand,  to  foster 
and  develop  the  Clinical  character  of  the  Society,  and,  on 
the  other,  to  insure  that,  as  far  as  possible,  the  regular 
business  of  the  evening,  as  previously  arranged,  may 
proceed  without  interruption.  Papers  relating  to  living 
specimens  thus  exhibited  are  read,  in  their  turn  with  other 
communications,  in  the  order  in  which  they  are  handed  in 
to  the  Secretaries. 

To  meet  an  objection  raised  at  the  last  annual  meeting 
that,  as  a  complete  list  of  the  officers  and  members  of 
Council  was  prepared  by  the  Council,  the  members  of  the 
Society  were  deprived  of  the  power  of  selection,  a  notice 
is  printed  at  the  foot  of  the  ballot-papers,  to  the  effect  that 
any  names  which  members  may  desire  to  vote  for  may  be 
added  in  the  spaces  left  blank,  in  place  of  a  similar  number 
of  names  to  be  erased  from  the  list. 

Several  Sub-Committees  of  the  Society  have  been  sitting 
during  the  year.  That  for  the  investigation  of  Dr.  Powell's 
case  of  Leprosy  has  made  its  report.  Those  on  the  action 
of  Chloral,  and  on  the  incubation-period  of  certain  acute 
diseases,  will  shortly  conclude  their  labours.  Other  Com- 
mittees—one on  Hyperpyrexia,  one  on  Keloid,  and  one  on 
Excision  of  the  Hip-joint — are  still  at  work. 
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PRESIDENT'S    ADDEESS. 


I  VERY  sincerely  thank  you  for  again  electing  me  as  your 
President.  I  shall  strive  to  justify  my  re-election  by 
endeavouring,  as  far  as  I  can,  to  promote  the  objects  for 
which  the  Clinical  Society  was  established ;  and  I  believe 
that  I  shall  best  advance  them,  this  evening,  if  I  abstain 
from  trespassing  upon  your  time  with  a  formal  address. 
Indeed,  I  could  not  say  anything  upon  the  subject  of  clini- 
cal science  which  is  not  familiar  to  my  hearers,  and  has  not 
been  already  well  said  by  my  predecessors  in  this  chair. 

I  may,  nevertheless,  be  pardoned  if  I  refer  briefly  to  the 
nature  of  the  work  which  it  was  proposed  at  the  formation 
of  the  Clinical  Society  that  it  should  undertake.  The  ques- 
tion is  one  which  rarely  comes  before  us,  and  I  think  the 
present  occasion,  when  taking  the  President's  chair  at  the 
commencement  of  a  new  period  of  office,  a  very  suitable  one 
for  begging  your  attention  to  it.  We  shall  be  more  likely  to 
succeed  in  attaining  our  purpose  if  we  keep  our  standard 
steadily  in  view. 

The  Clinical  Society  was  founded  for  the  exclusive  pur- 
pose of  receiving  and  debating  reports  of  interesting  cases, 
and  not  for  that  of  reading  any  other  kind  of  communication, 
however  interesting  or  important.  There  are  several  other 
societies  to  which  such  papers  may  properly  be  sent ;  and, 
as  we  have  our  own  work  cut  out  for  us,  we  do  not  desire  to 
intrude  upon  the  functions  or  province  of  these  societies.  I 
think  we  shall  do  well  to  keep  this  fact  always  in  view. 

Further,  it  was  designed  that  the  cases  read  before  us 
were  to  be  very  accurately  and  fully  reported  as  regards  all 
their  essential  facts.  There  was  to  be — I  quote  almost  the 
precise  words  of  the  original  resolution,  passed  at  the  meet- 
ing when  the  Society  was  founded,  and  afterwards  incorpo- 
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rated  in  one  of  the  laws  of  the  Society — there  was  to  be  a 
complete  record  of  the  state  of  the  patient  when  first  seen, 
investigated  according  to  the  most  approved  clinical  methods ; 
a  statement  of  the  family  and  personal  history  of  the  patient, 
including  a  narrative  of  his  present  illness  previous  to  his 
coming  under  observation;  a  record  of  the  state  of  the 
patient  when  last  seen,  or,  in  fatal  cases,  a  record  of  the 
post-mortem  examination  ;  together  with,  an  abstract  of  the 
progress  and  treatment  of  the  case  since  first  observed. 

The  first  Council  resolved,  after  due  deliberation,  that,  as 
a  rule,  ten  minutes  would  be  long  enough  for  ordinary  com- 
munications, and  directed  the  President  to  stop  any  paper 
which  exceeded  this  length,  until  the  Society  had  expressed 
its  opinion  as  to  the  propriety  of  the  communication  being 
continued.  Almost  of  necessity  this  rule  has  been  liberally 
interpreted  by  your  Presidents,  who  have  sometimes  allowed 
papers  which,  seemed  very  interesting  to  be  continued  beyond 
the  fixed  time.  It  is  possible  that  the  rule  may  not  always 
have  been  enforced  with  sufiicient  strictness,  but  it  has  un- 
doubtedly tended  much  to  lead  contributors  of  cases  to  con- 
dense their  reports ;  and  I  may  observe  that  it  does  not 
follow,  because  a  case  as  read  before  the  Society  is  short,  it 
may  not,  with  the  sanction  of  the  Council,  be  amplified  for 
publication  in  the  '  Transactions.'  It  may  be  most  useful  to 
detail  many  facts  for  future  study  and  reference  which  would, 
if  read  in  full  at  a  meeting,  have  so  complicated  the  narra- 
tive that  it  would  have  been  difficult  to  discuss  it. 

If  I  may  be  permitted  to  offer  a  suggestion  as  to  our  future 
work,  it  would  be  to  express  a  hope  that  we  shall  be  able 
to  devote  a  larger  share  of  our  attention  to  therapeutics. 
Accurate  knowledge  of  the  action  of  medicines  is,  perhaps, 
the  greatest  desideratum  of  the  present  day.  This  was  one 
of  the  objects  set  before  us  by  Sir  Thomas  Watson  when  he 
inaugurated  the  first  meeting  of  the  Society  for  scientific 
work ;  and  I  fear  that  the  remarks  which  he  then  made  are 
still  not  altogether  inapplicable  to  medical  practice.  He  said 
that  it  had  been  a  lifelong  wonder  to  him  '  how  vaguely, 
how  ignorantly,  how  rashly,  drugs  are  often  prescribed.  We 
try  this,  and,  not  succeeding,  we  try  that  ;  and,  bafiled 
again,  we  try  something  else.'  Now,  nothing  would  conduce 
more  to  the  accuracy  of  therapeutics  than  series  of  cases 
carefully  treated  upon  a  similar  plan,  and  brought  to  the 
test  of  a  searching  debate  before  this  Society.  Improved 
methods  of  investigating  disease  have  given  greater  accuracy 
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to  diagnosis ;  and,  mainly  from  the  labours  of  our  sister — 
tlie  Pathological — Society,  our  acquaintance  with  the  effects 
of  disease  upon  the  organs  and  tissues  of  the  sick,  as  seen 
after  death,  has  of  late  years  been  greatly  enlarged  ;  but  our 
knowledge  of  the  precise  action  of  drugs  and  other  appliances 
for  the  treatment  of  disease  still  leaves  much  to  be  desired. 

I  said  last  year,  on  taking  the  chair  as  President,  what 
is,  I  believe,  universally  admitted,  that  the  Society  has  already 
done  good  service ;  and  I  also  expressed  a  hope  that  we  should 
all  of  us  endeavour  to  do  still  better.  It  is  with  the  aim  of 
enforcing,  as  far  as  I  can,  this  view  that  I  have  ventured  to 
submit  these  remarks  to  your  notice. 


COMMUNICATIONS.. 


I. — Report  on  a  Case  of  Leprosy  with  Enlarged  Glands. 
Read  October  1879. 

THIS  case,  of  wMch  an  account  was  given  to  the  Patho- 
logical Society  in  September  1878,  was  kindly  placed 
under  the  care  of  Dr.  Douglas  Powell  for  further "  observa- 
tion by  the  late  Surgeon-Major  T.  H.  Porter.'^  The  patient 
was  admitted  into  the  Middlesex  Hospital  under  Dr.  Powell's 
care  on  January  21,  1879,  and  was  soon  afterwards  brought 
before  the  Society  for  inspection,  and  a  committee  was 
appointed  further  to  observe  the  case,  consisting  of  Drs. 
Cayley,  Liveing,  Duckworth,  and  himself. 

The  facts  in  the  history  of  the  patient  may  be  briefly 
recapitulated  as  follows  : — 

He  was  aged  24,  a  corporal  in  the  12th  Regiment,  bom  in 
Cambridgeshire,  of  healthy  parents,  and  one  of  four  children, 
the  rest  of  whom  were  living  and  healthy.  Up  to  the  period 
of  his  enlistment  in  1872  he  had  had  no  important  illness, 
and  his  health  continued  good  until  May  1874,  when  he  had 
inflammation  of  the  glands  of  the  left  groin,  consequent 
upon  his  having  pulled  off  a  small  wart  from  the  penis. 
From  December  1874  he  was  stationed  for  three  years  at 

*  '  I  cannot  permit  this  opportunity  to  pass  ■without  endeavouring  to  express 
my  own  personal  sorrow,  and  my  sense  of  the  great  loss  the  profession  has  sus- 
tained, by  the  death  of  Surgeon-Major  Porter.  Mr.  Porter's  large-hearted  kind- 
liness, enthusiastic  love  of  his  work,  and  admirable  skill  and  judgment  as  a 
military  surgeon,  were  well  known  to  all  who  came  into  even  brief  association 
with  him.  Mr.  Porter  took  a  great  personal  interest  in  the  patient  whose  case 
is  here  related.  He  had  described  the  case  in  the  "  Pathological  Transactions"  as 
one  of  Hodgkin's  disease,  feeling  much  doubt  at  the  time  whether  the  leprous 
thickening  of  the  skin  might  not  have  been  secondary  to  the  gland  enlargement. 
I  confess  at  the  time  to  have  had  the  same  doubts.  Mr.  Porter  was,  however, 
very  pleased  when  he  heard  that  the  case  was  to  be  further  observed  and  reported 
upon  by  a  committee  of  this  Society,' — R.  Douglas  Powbll,  January  1880. 
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Ferozepur  and  Calcutta.  He  contracted  gonorrhoea  in  October 
1874,  but  bad  no  otber  ilkiess  until  December  1876,  when  he 
was  admitted  into  hospital  at  Calcutta  for  '  rupia,'  affecting 
the  inner  aspects  of  the  thighs,  armpits,  and  back  of  neck : 

*  parts  where  he  sweated  most.'  His  hair  at  this  time  began 
to  fall  off,  and  he  was  treated  with  antisyphilitic  remedies, 
and  subsequently  with  arsenic  and  cod-liver  oil. 

Patient  states  that  at  this  time  he  also  took  some  '  gur- 
gurine,'  which,  however,  was  different  in  taste  from  the  gur- 
gun  oil  given  him  at  the  Middlesex  Hospital.  In  March 
1877  he  first  noticed  a  lump  under  the  lower  jaw,  soon  fol- 
lowed by  enlargement  of  the  other  glands  in  that  region, 
spreading  to  the  back  of  the  neck  and  clavicles,  and  affect- 
ing the  glands  in  the  axilla  and  groin.  He  was  sent  home 
and  admitted  to  Netley  Hospital  in  February  1879,  the 
glands  having  steadily  increased  in  size,  whilst  his  bodily 
weight  diminished  from  10  st.  8  lbs.  in  December  1876  to 
8  st.  7  lbs.  in  February  1878.  His  general  appearance  at  this 
time  is  well  shown  in  the  accompanying  photograph  {vide 

*  Trans.  Path.  Society,'  vol.  xxix.,  plate  xviii.),  which  is  in 
very  striking  contrast  with  that  taken  soon  after  his  enlist- 
ment. The  thickened,  wrinkled,  and  furrowed  skin,  of  a 
dusky  brovni  colour,  the  almost  entire  absence  of  hair,  and 
the  marked  enlargement  of  the  superficial  glands,  were  the 
chief  features  at  this  time  present.  They  were  associated 
with  great  dryness  of  the  throat,  thickening  of  the  fauces, 
and  intolerable  thirst.  The  general  health  was,  however, 
fairly  good,  the  appetite  good,  and  abdominal  and  urinary 
functions  natural.  He  was  placed  on  liberal  diet,*  with  fruit 
and  vegetables,  and  various  remedies,  including  iron  and 
cod-liver  oil,  but  he  nevertheless  lost  ground,  all  the  mea- 
surements over  occiput  and  neck  showing  decided  increase  in 
the  size  of  the  glandular  and  cutaneous  swelling.  In  May  he 
was  placed  upon  ^V  gr.  of  phosphorus  in  i  oz.  cod-liver  oil, 
three  times  a  day,  and  soon  afterwards  his  condition  began 
markedly  to  amend,  and  by  September,  notwithstanding 
temporary  interruptions  in  the  treatment  on  four  occasions 
from  slight  attacks  of  jaundice,  the  glands  had  much  dimi- 
nished in  size,  all  the  measurements  over  them  being  smaller, 
although  the  patient  had  gained  considerably  in  flesh ; 
drowsiness  and  thirst  greatly  lessened.  The  skin  had  become 
more  red  in  appearance,  which  Mr.  Porter  did  not,  however, 

*  Including  abundance  of  animal  food,  with  eggs,  milk,  porter,  and  1  lb.  of  fruit 
daily. 
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attribute  to  tlie  phosphorus.  The  patient  was  discharged 
from  Netley  in  December,  and  went  home  ;  his  appearance 
had  so  changed,  however,  in  the  course  of  two  years  that  he 
was  not  recognized  by  his  friends  Tintil  he  spoke  to  them. 

The  following  note,  taken  January  29,  corresponds  with 
patient's  condition  when  presented  to  this  Society : — 

Urine  acid,  sp.  qr.  1015,  no  albumen. 

Jan.  29. — Patient  looks  about  45  years  old,  manner  very 
alert  and  intelligent.  Face  large  and  furrowed,  of  a  bluish- 
red  colour.  Deep  transverse  and  vertical  furrows  on  the 
forehead  give  a  very  striking  '  leonine '  expression.  The 
nose  and  lips  are  thickened,  the  bead  small  and  bullet-shaped, 
covered  with  scanty  hair.  Still  some  thickening  of  the 
scalp  on  each  side  of  the  occipital  protuberance,  but  patient 
states  that  this  has  much  diminished.  No  hair  on  face,  eye- 
brows absent,  but  eyelashes  are  unaffected.  The  lobe  of  each 
ear  is  thickened,  brawny  feeling,  pendulous,  measuring  l:^in. 
from  meatus  to  tip  on  each  side.  With  the  exception  of  a 
small  induration  immediately  below  the  ear  there  is  no 
distinct  glandular  enlargement  on  the  left  side.  A  chain 
of  slightly  enlarged  glands  extends  along  the  anterior  border 
of  the  trapezius  muscle  on  the  right  side  from  the  mastoid 
process  to  the  root  of  the  neck.  A  large  gland  can  be  felt 
also  in  the  submaxillary  region  on  this  side.  The  skin  of  the 
neck  below  the  chin  hangs  loosely  in  folds.  The  glands  of 
the  axilla  are  still  large,  about  the  size  of  filberts,  and  are 
surrounded  by  much  loosely  matted  cellular  tissue.  The 
glands  in  the  groin  are  large  and  smooth,  similarly  surrounded 
by  soft  doughy  cellular  tissue. 

The  skin  of  the  body,  especially  on  the  anterior  aspect, 
is  covered  with  numerous  raised  papules.  The  surface  is 
harsh  and  dry,  and  very  irritable.  The  skin  of  the  face  is 
smooth.  There  is  no  oedema  of  the  legs,  but  a  mahogany- 
coloured  pigmentation,  distinctly  mottled  over  the  tibia, 
elsewhere  evenly  distributed.  The  soles  of  the  feet  are  of 
almost  normal  colour.  There  is  an  ulcer  on  the  dorsum  of 
the  right  foot,  between  the  first  and  second  toes,  which  com- 
menced as  a  blister,  attributed  by  the  patient  to  friction  of 
the  boot,  but  which  has  now  sharply-cut  edges  and  is  of  some- 
what triangular  shape  still,  with  an  unhealthy-looking  base, 
although  it  is  slowly  healing.  Also  an  ulcer  on  the  left  hand. 
There  is  no  ana3sthesia  in  any  part  of  body  or  extremities. 
The  temperature  has  been  normal  since  admission,  and  the 
urine  free  from  albumen. 
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Weiglit  of  patient,  10  st.  7  lbs.  (weight  one  month  ago, 
9  St.  10  lbs.). 

The  blood  under  the  microscope  shows  no  excess  of 
leucocytes. 

Haust.  Gent.  Alk.  5vj.  Aq.  Chlorof.  ad  5J.  b.  d. 
•    Convalescent  diet,  with  vegetables.     Porter  (one  pint). 
Feb.  1. —  Ulcer  on  foot  healing  rapidly. 
„     3. — Urine  sp.  gr.  1015,  no  albumen. 
„     4. — Blood  examined,  no  filarisG  found. 
„  10. — Urine  1015,  acid,  no  albumen.     Skin  very  irri- 
table at  night.     Has  been  taking  a  warm  bath  each  second 
night  since  Jan.  25.     "Weight  10  st.  9  lbs. 

Feb.  12. — Toes  and  edges  of  feet,  also  tips  of  fingers,  are 
becoming  whiter,  and  of  a  natural  colour.  The  lower  lip  has 
become  thicker  since  admission.  Urine  acid,  sp.  gr.  1020, 
no  albumen. 


Circumference  just  over  eyebrows 
„  over  mouth 

„  jiist  below  chin  . 

„  over  cricoid  cartilage 

„  round  base  of  neck 


Mar.  20,  1878.     Sept.  21,  1878.    Feb.  1879. 
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Feb.  17. — The  ulnar  nerves  at  the  bend  of  the  elbows 
are  observed  to  be  distinctly  thickened.  The  surface  again 
tested  carefully  for  anaesthesia  with  negative  results.  Ulcer 
on  dorsum  of  foot  now  healed.  Ordered  gurgun  oil,  \  dr., 
liq.  potassse,  10  minims,  aq.  cinnamomi,  1  oz.  t.d.s. 

Feb.  26. — Aspect  improved,  colour  of  skin  generally 
paling,  the  improvement  being  especially  marked  in  the 
hands,  extending  for  some  distance  upwards  from  the  nails 
and  round  the  margin  from  the  palms.  Skin  over  body 
still  very  irritable.  Takes  the  oil  well.  Bowels  act  rather 
loosely  twice  daily.     Is  gaining  weight. 

Urine,  sp.  gr.  1025,  acid,  cloudy  with  lithates,  no  albumen. 
On  adding  nitric  acid  to  the  cold  urine  a  ring  of  a  rich  maroon 
colour  appears.  After  boiling  with  the  acid  it  becomes  uni- 
formly so  coloured. 

On  March  3  the  blood  taken  from  the  finger  at  2  p.m., 
patient  having  dined  at  12.30,  was  examined  by  means  of  the 
hsemacytometer,  and  was  found  to  contain  5,590,000  red  cor- 
puscles in  a  cubic  millimetre,  with  17,500  white  corpuscles ; 
showing  a  somewhat  excessive  quantity  of  the  red  and  by  no 
means  a  deficiency  in  the  white  elements.  The  patient 
appeared  to  be  improving  in  all  general  respects,  and  to  be 
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even  making  some  progress  for  the  better  as  regards  his 
leprous  condition.  He  was  brisk  and  active  in  the  wards, 
fetching  and  carrying  for  the  nurses,  and  was  anxious  to  get 
some  appointment  as  porter  in  the  Hospital.  On  March  5, 
however,  he  complained  of  headache  and  pains  in  the  limbs 
and  cough.  The  temperature  became  slightly  raised,  101', 
and  the  pulse  quickened.  Bronchial  rales  were  audible  over 
the  chest.  The  next  day  (6th),  at  4  o'clock,  he  was  seized 
with  a  severe  and  prolonged  rigor,  and  the  temperature  rose 
to  104'2°,  pulse  140,  with  nausea  and  headache.  Some  pain 
and  tenderness  appeared  along  the  inner  side  of  the  right 
arm,  where  at  the  elbow  there  was  a  slight  abrasion  ;  the 
axillary  glands  on  that  side  became  tender  and  swollen,  and, 
in  short,  it  seemed  as  though  he  were  about  to  have  an  attack 
of  erysipelas.  The  temperature  kept  high,  the  redness  and 
swelling  involving  the  skin  only,  and,  erythematous  in  appear- 
ance, spread  over  the  right  arm,  and  red  brawny  patches 
appeared  on  the  forearm  on  the  evening  of  the  7th.  At  the 
same  time  dulness  and  tubular  breathing,  with  crepitant  rale, 
indicated  a  patch  of  commencing  pneumonia  in  the  left  supra- 
mammary  region.  On  March  8  and  9  the  whole  of  the  right 
arm  had  become  red,  swollen,  tender,  and  tense,  spreading 
up  to  the  shoulder,  and  then  terminating  in  a  well-defined 
raised  margin.  The  cutaneous  inflammation  had  also  ex- 
tended in  a  more  patchy  manner  over  the  forearm,  and  on  the 
inner  aspects  of  both  thighs  similar  erythematous-looking 
patches  were  observed,  very  sharply  defined,  very  tender  and 
painful,  some  having  abraded  surfaces  as  though  from  scratch- 
ing in  their  centres ;  although  thickened,  the  skin  could  be 
pinched  up,  showing  that  the  deeper  structures  were  not  in- 
volved. The  lung  condition  had  somewhat  extended,  and 
moist  bronchial  rales  were  present  at  both  bases. 

March  10. — Urine  acid,  1028,  no  albumen,  deposit  of 
lithates.  Had  passed  a  restless  and  delirious  night.  Tongue 
dry  and  brown  in  the  centre.  A  large  patch  of  erythema 
over  the  upper  two-thirds  of  the  left  inner  thigh,  termina- 
ting on  the  outer  side  in  a  well-defined  curved  border  reach- 
ing to  line  of  anterior  spinous  process.  Glands  of  this  groin 
much  swollen,  with  much  superficial  tenderness ;  but  they 
were  soft,  not  brawny.  Right  thigh  aifected  to  less  extent. 
The  inflammation  had  subsided  from  the  right  forearm,  but 
had  extended  to  the  wrist,  and  from  the  upper  arm  to  the 
shoulder.  Breathing  more  vesicular  over  the  front  of  the  left 
chest.     Sub-crepitant  rales,  principally  heard  in  supra-mam- 
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mary  region;  some  also  present  in  right  infra-mammary 
region.  Some  friction  in  left  axilla.  Pulse  120,  soft,  com- 
pressible.    Tongue  moist,  furred.     Temperature  still  liigh. 

In  the  course  of  the  next  few  days  the  erythematous 
inflammation  successively  extended  to  the  right  axillary  and 
thoracic  region,  and  upwards  to  the  neck,  the  left  arm, 
shoulder,  and  upper  chest  being  similarly  affected;  a  sha.rply- 
defined  curved  line  extending  from  the  inner  third  of  the 
clavicle  along  the  margin  of  the  sternum  to  the  nipple  level, 
and  from  thence  to  lower  axilla,  marked  the  limits  of  the  in- 
flamed surface  in  this  region  on  March  12.  A  similar  margin 
3  inches  above  the  knee  marked  the  boundary  to  which  the 
spreading  erythema  had  at  this  period  advanced.  Pulse  144, 
weak  and  thready.  Respiration  40,  laboured.  Tongue  dryish, 
with  white  fur  and  prominent  papillae.  Patient  slightly  deaf 
from  the  quinine  taken  in  5-grain  doses  every  four  hours.  The 
hands,  face,  neck,  scalp,  and  upper  part  of  back,  with  legs 
and  feet,  became  in  turn  affected.  On  the  13th  the  back  of 
the  left  hand  was  tender,  swollen  and  discoloured,  as  though 
from  commencing  gangrene,  the  outer  and  inner  fingers 
being  similarly  affected.  Sensibility  was,  however,  unaffected. 
On  March  14  flexible  collodion  was  painted  over  the  face, 
which  was  swollen  and  tender  on  both  sides.  On  the  fol- 
lowing day  the  swelling  had  somewhat  lessened,  although 
the  left  eye  was  closed  by  oedema.  The  erythema,  fading 
over  the  back  of  the  neck,  had  extended  down  the  trunk,  and 
by  the  20th  had  passed  over  the  calves  of  the  legs  to  the  feet. 
The  most  affected  portions  of  the  legs  were  painted  with 
collodion. 

On  the  20th  the  spleen — repeatedly  examined  before — 
was  for  the  first  time  noted  to  be  enlarged,  extending  about 
an  inch  below  the  cartilages.  Sub-crepitant  rales  were  heard 
in  the  left  infra-mammary  region,  and  rather  metallic  rales 
in  the  supra-mammary  region.  Expectoration  abundant; 
viscid  aerated  mucus,  somewhat  pigmented.  The  patient's 
general  condition  was  of  a  typhoid  character,  with  dry, 
brown,  cracked  tongue ;  delirium  at  night ;  passing  urine 
occasionally  in  bed. 

On  the  22nd  the  urine,  become  dark  and  smoky-coloured, 
gave  strong  blood  reaction  with  ozonic  ether  and  guaiacum 
test,  and  contained  ^V  albumen. 

23.— Temperature  last  evening  103-4°.  P.  120.  R.  36. 
Urine  36  oz.  in  twenty-four  hours,  1025,  acid,  albumen  ^. 

24. — Tongue  dry  and  brown  in  the  centre.     Patient  ap- 
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peared  to  have  no  loss  of  sensibility  over  cutaneous  surface. 
Spleen  could  only  just  be  felt  below  the  costal  margin.  Per- 
cussion defective  between  clavicle  and  nipple  on  the  left  side, 
with  very  superficial  and  metallic  moist  crepitant  rales.  A 
few  larger  and  deeper  clicks  also  heard — over  right  side,  sub- 
crepitant  and  sibilant  rales. 

25.— Urine  28  oz. 

27. — The  swelling  of  the  right  hand,  which  had  subsided, 
returned,  with  redness  and  pain.  Tongue  moist,  coated. 
Some  eczematous  sores  at  comer  of  mouth  and  alas  of  nose. 
Respiration  40 ;  expiration  laboured,  abdominal.  Urine 
1025,  dark  red  colour,  giving  blood  reaction,  and  containing 
blood  casts  ;  albumen  ^. 

30. — Death,  apparently  from  pulmonary  oedema.  Patient 
was  sensible  the  preceding  day,  and  had  no  convulsions. 

Post  mortem  examination,  seventeen  hours  after  death. — 
Rigor  mortis  well-marked.  Body  fairly  nourished  ;  a  con- 
siderable layer  of  adipose  tissue  in  the  abdominal  wall.  No 
enlargement  of  the  glands  of  the  neck  visible  externally,  nor 
any  distinct  axillary  swellings  seen  as  patient  lay  on  the 
back.  Some  fulness  perceptible  in  inner  and  upper  aspect 
of  thighs  below  Pou part's  ligament.  The  skin  of  the  face 
had  a  pinkish,  slightly  livid  appearance ;  it  was  supple,  and 
nowhere  notably  thickened,  smooth,  and  on  forehead  and  each 
side  of  nose  it  appeared  even  tense  and  shiny.  The  eyebrows 
were  represented  by  only  a  few  sparse  and  short  hairs.  The 
skin  of  the  trunk  was  more  or  less  pigmented  everywhere, 
bat  in  a  less  obvious  degree  than  before  the  acute  illness. 
Many  white  circular  scars  were  observed  over  the  chest  and 
abdomen,  as  though  from  some  former  ulcerative  eruption. 
The  skin  over  the  lower  extremities  was  of  a  dirty  brown 
colour,  dry  and  harsh,  and  more  or  less  roughened  with  des- 
quamating epithelium  and  the  remains  of  collodion  applica- 
tion. The  right  ulnar  nerve  was  traced  from  the  upper 
arm  to  the  palm  of  the  hand.  It  presented  no  obvious 
swellings  in  its  course.  The  lymphatic  glands  in  the  neck 
and  submental  region  were  manifestly  enlarged.  They  were 
separate  from  one  another,  and  varied  in  size  from  a  broad- 
bean  to  a  French  bean.  Firm  on  section,  their  cut  surface 
presenting  a  smooth,  glistening  appearance,  with  points  of 
vascular  injection:  thus  giving  a  mottled  look  to  the  cut 
surface  of  some  of  the  glands,  an  uniform  red  tint  to  others. 
The  axillary  glands  were  obviously  but  not  extremely  en- 
larged, discrete,  and  resembling  in  other  characters  those  of 
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tlie  neck.  In  the  upper  femoral  region  on  the  right  side 
the  glands  were  less  separate.  Many  seemed  to  be  fused  into 
a  tough  mass  of  tissue  of  irregular  shape,  in  which  the  indi- 
vidual glands  could,  however,  still  be  seen  on  section  pre- 
senting a  glistening  surface  of  pale  yellowish  tint,  with  bands 
of  white  fibrous  tissue  especially  in  the  central  portions  of 
the  mass,  imbedding  and  principally  spreading  along  the 
distribution  of  the  afferent  vessels.  No  distinction  could  be 
seen  between  the  cortical  and  medullary  portions  of  the  glands. 
The  mass  of  fibrous  tissue  containing  them  was  flattened, 
and  lay  in  the  hollow  over  the  vessels,  thus  causing  but  little 
external  tumour.  The  glands  on  the  left  side  were  essentially 
similar.  No  cheesy  deposits  were  found  in  any  of  the  glands, 
nor  did  any  of  them  yield  the  lardaceous  reaction  with  iodine. 

The  lungs  (left  22  oz.,  right  29  oz.)  were  intensely  hy- 
persemic,  and  presented  numerous  but  widely  disseminated 
minute  foci  of  lobular  pneumonia ;  the  larger  and  smaller 
bronchi  containing  much  muco-pus.  At  the  posterior  apex 
of  the  right  lung  the  pulmonary  pleura  was  puckered  over 
an  area  of  about  a  shilling,  and  on  section  at  this  point  a 
patch  of  fibrous  thickening  spread  into  the  lung-substance 
for  a  short  distance,  resembling  a  superficial  cicatrix.  A 
similar  but  less  extensive  patch  of  cicatricial  induration  was 
met  with  on  the  outer  surface  of  the  upper  lobe  near  its 
lower  border.  The  left  lung  was  adherent  to  the  pericardium 
and  to  the  chest-wall  posteriorly.  For  about  three  inches  at 
its  lower  and  anterior  angle  it  was  converted  into  a  tough 
opaque  mass  traversed  by  dilated  bronchial  tubes  (atelectasis). 
No  puckerings  were  observed  in  the  upper  lobe,  but  in  the 
lower  lobe,  deep  in  the  substance  of  the  lung,  a  patch  of 
induration  was  met  with,  smooth  and  glistening  on  section, 
with  ill-defined  margins,  traversed  by  blood  vessels  and  sur- 
rounded by  a  zone  of  hepatisation.  The  whole  patch  was 
smaller  in  area  than  the  thumbnail.  The  bronchial  glands 
were  enlarged,  but  gave  no  reaction  with  iodine. 

The  heart  (11^  oz.),  stomach,  and  intestines  were  normal  ;- 
the  mesenteric  glands  not  enlarged,  nor  were  any  of  the 
retroperitoneal  glands  larger  than  peas.  The  liver  (56  oz.) 
was  soft,  swollen,  and  very  vascular,  markedly  fatty,  but  the 
lobules  well  defined.  The  spleen  (14  oz.)  lai-ge,  its  capsule 
thickened  and  opaque,  and  wrinkled,  as  the  organ  rested  on 
the  table.  The  splenic  tissue  was  pale  and  very  soft,  and 
contained  no  nodules  of  growth.  The  kidneys  (right  8  oz., 
left  8  oz.)  were  of  large  size,  capsules  somewhat  adherent; 
surface  mottled.      On  section  the  cortex  was  observed  to  be 
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pale  and  swollen,  streaked  by  injected  vessels,  and  abnormally 
soft  and  pliable.  The  testes  were  not  diseased.  No  re- 
action with  iodine  was  obtained  with  any  of  the  a.bdominal 
organs.*  Some  blood  was  removed  from  the  superior  cava 
and  examined  by  the  hemacytometer  by  Drs.  Coupland  and 
Powell  with  the  following  results  : — 

A  drop  taken  from  lower  portion  of  test-tube  in  which  blood 
was  collected  gave  5,500,000  red  corpuscles  to  the  cubic 
millimetre.  A  drop  taken  from  near  upper  surface  of  blood 
gave  3,890,000  red  corpuscles  to  the  cubic  millimetre.  There- 
fore an  average  of  about  4,700,000  per  cubic  millimetre.  No 
excess  of  white  corpuscles. 

Portions  of  the  ulnar  nerve,  skin,  glands  (inguinal  and 
cervical),  and  lungs  were  reserved  and  hardened  for  micro- 
scopical examination.  Sections  from  the  skin  showed  a  de- 
cided increase  in  the  connective  tissue,  especially  about  the 
vessels,  and  many  collections  of  granulation — cells  were  ob- 
served in  each  section.  These  cells  were  rounded  and  appa- 
rently free,  not  being  imbedded  in  any  stromal  tissue — they 
might  well  be  extruded  leucocytes.  Epithelium  of  sebaceous 
glands  indistinct ;  lumen  of  gland  filled  with  oil.  No  pig- 
mentation was  seen.  Hairs  twisted  and,  with  few  exceptions, 
buried  in  their  sacs,  their  sheaths  thickened.  The  gland 
sections  showed  a  marked  deficiency  of  adenoid  elements, 
parts  of  each  section  consisting  of  tracts  of  fibroid  tissue, 
from  which  their  elements  had  wholly  or  in  great  part  dis- 
appeared :  the  connective  sheaths  of  the  vessels  were  notably 
thickened.  The  sections  of  lung  from  the  indurated  portions 
above  referred  to  showed  these  to  consist  of  an  interstitial 
small-celled  growth,  with  thickening  of  vessels  and  alveolar 
walls,  the  alveoli  being  occupied  by  loose  catarrhal  cells. 

Remarks. — The  above  case  presented  the  clinical  features 
of  one  of  Elephantiasis  Grsecorum  of  the  tuberculated  variety 
of  but  short  (some  2  to  2^  years)  duration,  and  unattended 
with  any  altered  sensibility  or  other  evidence  of  nerve-change. 
It  was  peculiar  in  being  associated  with  very  great  enlarge- 
ment of  the  glands  of  the  superficial  lymphatic  system.  This 
feature  of  gland  enlargement,  although  greatly  exaggerated 
in  the  present  case,  is  not  unusual  in  leprosy.f  The  amend- 
ment of  the  patient's  general  condition,  and  the  diminution 

*  It  should,  perhaps,  be  stated  that  of  these  organs  the  condition  of  the  supra- 
renal capsules  was  not  definitely  ascertained,  owing  to  an  oversight;  but  had  they 
been  diseased  they  could  scarcely  have  escaped  observation. 

t  '  The  lymphatic  glands,  especially  of  the  groins,  become  transformed  into 
hard,  prominent,  and  painless  tumours.' — Hebra  on  Diseases  of  the  Skin  ('  New 
Syd,  Soc.  Trans.,'  vol.  iv.  p.  lio). 
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in  the  size  of  the  glands,  while  under  the  influence  of  phos- 
phorus, was  also  remarkable;  and  with  the  reduction  in  the 
size  of  the  glands  some  lessening  in  the  thickness  of  the  skin 
took  place,  whether  by  the  mere  diminution  of  turgescence 
owing  to  the  relief  of  superficial  vessels  from  pressure,  it 
would  be  difficult  to  say  ;  at  all  events  the  leprous  features  of 
the  case  did  not  materially  lessen.  The  termination  of  the 
case  by  a  spreading  erythema — if  we  may  so  term  the  cuta- 
neous attack — was  also  remarkable  ;  more  in  the  extent  of 
surface  attacked,  the  acuteness  of  the  process,  and  in  the 
simultaneous  involvement  of  the  lungs — possibly  by  a  similar 
erythematous  inflammation  of  the  bronchial  and  alveolar  sur- 
faces— than  in  the  mere  fact,  not  uncommon  in  leprosy,  of  por- 
tions of  the  skill  surface  being  affected  by  ephemeral  inflam- 
mation. Although  the  external  features  were,  as  above  said, 
those  of  leprosy,  and  the  minute  anatomical  conditions  found 
were  quite  in  accordance  with  the  disease  being  an  early  stage 
of  that  disease,  the  blood  was  rather  redundant  than  defi- 
cient in  red  corpuscles,  and  no  filarise  nor  any  excess  of  leuco- 
cytes were  found  in  it.  The  condition  of  the  skin,  save  for 
some  increase  in  the  fibrous  tissue,  might  perhaps  have  been 
accounted  for  by  the  acute  inflammatory  process  it  had 
recently  undergone  ;  but  the  altered  conditions  of  the  sweat 
glands  and  hair  could  not  be  thus  accounted  for.  The  en- 
largement of  the  spleen  was  incident  to  the  febrile  state. 
The  gland  conditions  present  were  those  of  atrophy  and 
fibroid  induration,  which  may  have  been  secondary  to  pre- 
ceding hyperplasia  of  gland  elements.  How  far  phosphorus 
may  have  been  active  in  bringing  about  this  atrophy  is  very 
uncertain. 

We  have  availed  ourselves  of  the  kind  assistance  of  Dr. 
Vincent  Harris  in  further  examining  the  microscopic  sec- 
tions, and  we  think  it  best  to  append  his  report  as  it  stands, 
since,  although  in  general  accord  with  our  own.  Dr.  Harris 
has  had  special  facilities  for  studying  normal  nerve  struc- 
ture, and  his  account  of  the  nerve  alterations  will,  therefore, 
be  especially  interesting,  and  valuable  for  reference  in  future 
cases. 

(Signed)  W.  Catlet. 

Egbert  Liveing. 
Dyoe  Duckworth. 
R.  Douglas  Powell. 


DESCRIPTION  OF  PLATE   I. 

(Illustrating  Dr.  Powell's  Case  of  Leprosy.     From  Drawlugs  by 
Dr.  V.  D.  Harris.) 

Fig.  1  represents  a  section  of  the  lung,  with  a  nodule  of  new  tissue,  and  a 
great  increase  of  interstitial  tissue  (Hartnack  Oc.  3,  Obj.  7  and  8). 
(rt)  Circumscribed  nodule  of  small-celled  tissue. 

(b)  Small-celled  tissue. 

Fig.  2  represents  part  of  a  section  of  a  nerve  (semi-diagrammatic.  Hartnaclr, 
Oc.  3,  Obj.  7  and  8). 

(c)  Enlarged  intraperineural  lymph  space. 

(c?)  Thickened  perineurium,  with  abundance  of  small  cells, 
(e)  Very  thick  epineurium. 
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Report  on  certain  Microscopic  Specimens  of  various  Tissues 
obtained  from  a  Case  of  True  Leprosy.  By  Y.  D. 
Hareis,  M.D. 

Shin. — The  derma  or  cutis  vera  is  infiltrated  with  small- 
celled  (nidimentarj)  fibrous  tissue.  The  blood  vessels  are 
strangely  dilated  and  filled  with  blood,  but  their  walls  are 
not  abnormally  thickened.  The  epithelium  of  the  sebaceous 
glands  is  very  indistinct,  and  the  lumen  of  each  gland  filled 
with  oil.  There  are  no  sweat  glands  to  be  distinctly  made 
out  in  the  sections. 

Lymphatic  gland  shows  a  somewhat  marked  increase  of 
its  stroma,  from  a  similar  small-celled  tissue ;  but  this  is 
obscured  by  the  lymph  corpuscles  which  have  not  been  re- 
moved from  the  sections.  The  blood  vessels  are  manifestly 
thickened. 

Kidney  presents  signs  of  cloudy  swelling,  the  epithelium 
of  the  tubuli  uriniferi,  especially  the  convoluted  tubes,  being 
granular,  and  the  lumen  of  the  tubes  filled  with  granular 
debris.  In  addition  to  these  changes,  probably  of  acute  in- 
flammation, there  are  also  to  be  seen  small  patches  of  new 
tissue  like  that  seen  elsewhere.  The  Malpighian  capsules 
are  thickened,  and  tufts  enlarged.  The  changes  in  the 
kidneys  appear  to  be  only  just  commencing. 

Lung. — Masses  of  a  similar  structure  are  to  be  made  out, 
as  elsewhere.  Here  they  seem  almost  exactly  like  true 
tubercle. 

Nerves. — Very  obvious  changes,  more  marked  here  than 
anywhere  else.  The  great  sheath  or  epineurium  is  very  thick, 
and  in  parts,  evidently  from  the  like  small-celled  (?  inflam- 
matory) tissue,  which  approaches  closely  to  adenoid  tissue, 
and  in  parts  is  evidently  developed  fully  into  fibrous  tissue. 
Coats  of  the  blood  vessels  thickened.  Perineurium  thickened 
and  contracted;  lymph  spaces  inside  perineurium  much 
enlarged.  Endoneurium  thickened.  Nerve  tubes  pressed  to- 
gether, with  thinning  of  their  Schwann's  sheath,  and  shrink- 
ing (very  marked)  of  axis  cylinders.  The  small-celled  tissue 
here  and  there  can  be  traced  even  within  the  perineurium. 

From  a  general  examination  of  the  specimens  the  changes 
seem  to  follow  the  blood  vessels  very  closely. 
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II. — On  a  Case  of  Myxoedema,  or  Universal  Mucoid 
Degeneration  of  the  Connective  Tissue  of  the  Body. 
By  Dyce  Duckworth,  M.D.     Read  October  10,  1879. 

SARAH  MANGER,  set.  34,  married  for  ten  years,  the 
mother  of  three  children,  came  to  St.Bartholomew's  Hos- 
pital on  Nov.  5,  1878,  complaining  of  weakness  and  of  failing 
health  for  more  than  two  years  previously.  She  first  observed 
that  her  eyelids  swelled,  also  the  right  side  of  her  face. 
Subsequently  swelling  was  noticed  generally  about  the  body. 
Her  voice  had  been  '  thick  '  for  two  years,  and  was  sometimes 
more  and  sometimes  less  affected.  A  sister,  two  years  younger, 
accompanied  her,  and  reported  that  her  manner  had  changed 
during  the  last  two  years  ;  that  she  was  '  strange  in  her  ways,' 
more  irritable  in  temper,  forgetful,  and  abstracted,  also 
disposed  to  fall  asleep  at  any  time.  Some  of  her  friends  had 
in  consequence  been  led  to  surmise  that  she  had  become 
addicted  to  intemperate  habits. 

The  patient  was  a  well-grown  woman,  5  ft.  4  in.  in  height, 
and  weighed  12  st.  6  lbs.  in  June  1877.  Her  face  was 
of  peculiar  aspect ;  complexion  waxy  and  sallow,  with  a 
little  colour  on  the  cheeks,  and  several  moles.  The  eyelids 
were  puffy  and  cedematous- looking.  The  expression  was 
singularly  stolid,  immoveable,  and  listless.  The  voice  was 
thick  and  somewhat  snuffling,  and  the  articulation  rather 
slow.  Her  hands  seemed  puffy  on  the  backs,  and  are  stated 
to  be  sometimes  more  swelled  than  at  others.  The  face  is 
alleged  also  to  be  more  puffy  on  the  side  on  which  she  lies 
all  night.  She  thought  her  hands  were  more  clumsy  than 
formerly,  and  felt  '  sleepy  and  dead '  in  the  mornings ;  they 
also  tingled.  On  examination  no  marked  change  in  sensibility 
was  detected.     She  could  pick  up  pins  without  difficulty. 

On  examination  there  was  found  some  general  condi- 
tions of  xeroderma,  most  marked  on  the  extremities,  but  no 
cfidema. 

My  first  impression  was  that  this  patient  was  the  subject 
of  chronic  nephritis,  and  I  forthwith  examined  her  urine, 
which  was  found  to  be  of  sp.  gr.  1010,  acid,  void  of  albumen 
and  glucose.  The  heart  was  found  natural.  The  tongue  was 
clean,  protruded  naturally,  and  appetite  was  good.  Bowels 
constipated.     She  was  treated  with  steel. 

Nov.  19. — Urine  a^ain  examined.     No  albumen. 
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Dec.  11.— Weight  10  st.  9  lbs.  Two  stones  lost  in  18 
months. 

The  urine  was  frequently  examined,  and  never  observed 
to  contain  albumen.  The  specific  gravity  was  commonly 
about  1010.  Further  complaint  was  made  of  feeling  cold 
constantly.  The  feet  were  always  cold,  and  she  never  felt 
too  hot  even  in  the  warmest  weather.  The  patient  was  con- 
scious of  her  change  of  manner. 

I  now  regarded  the  case  as  one  of  the  peculiar  affection 
described  by  Dr.  Ord  as  Myxoedema.  After  study  of  his  cases, 
I  was  enabled  to  recall  two,  if  not  three,  similar  instances 
which  had  come  before  me  in  former  years,  and  had  completely 
puzzled  me.  I  had  believed  them  to  be  obstinate  forms  of 
anaemia,  and  was  always  expecting  some  special  renal 
symptoms  to  manifest  themselves. 

The  family  history  threw  no  light  upon  the  case.  The 
father  was  paraplegic  for  a  year  before  his  death,  and  suc- 
cumbed to  '  asthma.'  The  mother  is  alive  and  well.  The 
father's  mother  was  alleged  to  have  died  of  dropsy.  Three 
sisters  are  living  and  well ;  one  brother  died  of  variola,  and 
another  has  not  been  heard  of  for  a  long  time. 

Her  children  were  brought  for  me  to  see.  They  are  fairly 
healthy,  with  the  exception  of  the  youngest,  aged  3  years, 
which  is  very  rickety. 

April  16. — No  noteworthy  change  noticed.  There  is 
less  puffiness  of  the  face  than  formerly.  Hands  more  numb 
towaids  night,  and  loss  of  feeling  increasing  in  them. 
Sometimes  staggering  in  walking.  I  had  a  water-colour 
drawing  made  of  her  face.  The  patient  began  to  be  more 
irritable  and  sullen  in  her  manner,  and  somewhat  resented 
the  clinical  study  that  we  were  desirous  to  follow  out  upon 
her. 

The  thyroid  gland  could  not  be  felt,  and  there  seemed  to 
be  more  fatty  deposit  in  the  left  than  in  the  right  supra- 
clavicular fossa. 

Oct.  4. — I  saw  the  patient  again,  not  having  had  an  op- 
portunity of  examining  her  for  nearly  six  months.  The  dis- 
order had  made  evident  progress.  The  face  looked  more 
puffy  and  waxy.  The  hands  were  more  clumsy  and  ex- 
pressionless. The  voice  was  very  snuflBing,  and  the  lips  moved 
less  than  formerly.  She  was  slower  in  her  movements,  and 
more  inclined  to  be  silent  and  reserved  in  manner.  She  came 
to  see  me  because  I  wrote  asking  her  to  return  as  an  out- 
patient, and  she  had  no  complaint  to  make,  save  of  some 
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little  painfulness  in  the  fatty  nodule  already  described  as 
situate  above  the  left  clavicle. 

This  case  adds  one  more  example  of  this  rare  affection  to 
the  histories  already  collected.  Hitherto,  so  far  as  I  am 
aware,  no  cases  have  been  recorded  by  other  than  London 
physicians,  and  no  instance  has  yet  been  observed  in  the  male 
sex,  or  indeed  in  any  subjects  but  adult  females.*  The  other 
cases  that  I  recall  to  my  memory  also  occurred  in  middle-aged 
women.  One  of  these  attended  my  out-patient  room  for 
several  years,  and  the  afiPection  made  steady  progress  for  the 
worse.  The  flabby  integuments  became  more  and  more 
waxy  and  blubbery,  and  the  features  flattened  out  and 
assumed  an  ugly  and  repulsive  aspect. 

I  can  recall  the  snuffling  voice  and  the  slow  languid 
manner  which  prevailed  in  that  case,  so  that  I  now  cannot 
doubt  the  true  nature  of  it.  The  urine  never  became  albu- 
minous while  I  watched  the  progress  of  the  case. 

It  will  remain  a  matter  of  much  interest  to  follow  the  life 
histories  of  the  children  of  women  thus  affected.  All  is 
negative,  so  far,  respecting  the  past  histories  of  cases  already 
reported.  Women  who  have  been  fair  and  graceful  in  early 
life,  have  become  the  subjects  of  this  ungainly  and  peculiar 
invasion,  and  no  token  of  it  has  been  seen  in  other  members 
of  the  same  family.  No  relation  to  the  ovarian  functions  has 
been  observed.  The  disorder  has  been  met  with  in  single 
and  in  married  women.  The  most  obvious  symptoms  induced 
seem  referable  to  mechanical  interference  with  the  various 
special  tissues  invaded  by  the  mucoid  growth.  Collectively, 
they  would  warrant  the  idea  that  a  form  of  cachexia  pre- 
vailed, having  for  its  seat  a  definite  tract  of  the  most  widely 
spread  tissue  in  the  body,  along  which  the  special  degene- 
rative process  spread,  and  in  this  progress,  not  only  the 
integumentary,  but  every  system  in  the  body  is  invaded. 
Myxoedema,  then,  so  far  as  Dr.  Ord's  careful  researches  go,  is 
to  be  regarded  as  an  universal  mucoid  degeneration  of  inter- 
cellular tissue. 

Postscript. — June  21,  1880. — The  patient  has  ceased  to 
attend  at  the  Hospital  for  about  six  months,  and  has  left  the 
house  she  formerly  lived  in.  Hence  I  cannot  communicate 
with  her. 

*  Since  this  communication  was  made  a  case  in  a  male  subject  has  been 
described  by  Dr.  Fenn,  of  Eichmond,  but  it  is  not  yet  published. 
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in. — Cases  of  Myxoedema.     By  William  M.  Ord,  M.D. 
Read  October  10,  1879. 

DURING  tlie  last  two  years  there  have  come  under  my 
notice  in  St.  Thomas's  Hospital  six  cases  of  the  disease 
originally  described  by  Sir  William  Gull  as  *a  cretinoid  con- 
dition supervening  in  adult  life  in  women,'  a  disease  for 
•which  I  have  since  proposed  the  term  *  Myxoedema,'  expres- 
sive of  the  morbid  change  mainly  characteristic  of  the 
affection.  Of  one,  which  ended  in  death,  I  propose  to  give  a 
somewhat  full  account,  using  the  rest  for  illustration  and 
comparison. 

Susan  M.,  set.  52,  a  married  woman,  mother  of  five  child- 
ren, was  admitted  under  my  care  on  February  4,  1879.  She 
was  an  only  child ;  her  mother  had  died  dropsical,  but,  as 
she  had  suffered  from  severe  bronchitis  for  some  time,  the 
dropsy  was  more  probably  attributable  to  the  chest  affection 
than  likely  to  have  been  of  the  same  kind  as  that  of  which 
the  patient  was  the  subject.  The  patient  appeared  to  have 
lived  an  active  hard-working  life  up  to  the  birth  of  her  last 
child,  twelve  years  ago.  She  had  also  enjoyed  good  health 
in  a  general  way,  although  suffering  severely  at  her  confine- 
ments. After  the  birth  of  each  child  she  had  puffing  of  the 
face,  lasting  for  a  few  days.  There  was  no  history  of  in- 
temperance or  of  sj^philis. 

After  her  last  confinement  the  face  became  puffy  as  usual, 
the  feet  began  to  swell,  and  the  belly,  to  use  her  own  expres- 
sion, '  never  went  down.'  Her  strength  failed,  her  activity, 
bodily  and  mental,  declined  ;  her  movements  became  slower 
and  slower;  and  the  muscles  of  the  neck  in  particular  were 
from  time  to  time  affected  with  remarkable  weakness.  Of 
late  she  could  not  keep  her  head  erect ;  in  spite  of  all  her 
efforts  to  the  contrary  it  would  fall  forward,  and  the  chin, 
resting  on  the  lower  part  of  the  neck,  would  hinder 
swallowing  and  even  embarrass  her  breathing.  She  had  be- 
come unable  to  raise  herself  from  a  stooping  position.  Her 
gait  was  staggering,  like  that  of  a  drunken  person;  she  often 
fell  down  by  reason  of  the  knees  giving  way ;  her  memory 
was  getting  very  bad,  and  her  speech  slow  and  laborious. 
Always  of  a  chilly  nature,  she  had  felt  the  cold  acutely  of 
late. 

When  admitted  she  had  very  much  the  look  of  a  person 
suffering  from  general  dropsy.     Her  face  was  puffy,  particu- 
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larly  about  the  eyelids ;  both  lips,  upper  and  lower  equally, 
were  swollen,  and  the  alse  nasi  greatly  thickened  and  broad- 
ened. None  of  these  parts,  however,  pitted  on  pressure. 
The  cheeks  were  suffused  with  a  uniform  deep- pink  flush, 
limited  in  a  striking  way  at  the  margin  of  the  orbits.  The 
eyelids  and  all  the  skin  within  the  circumference  of  the  orbits 
were  bulging,  ridged,  and  very  pale.  The  face  wore  an  ex- 
pression at  once  dull  and  sad.  Over  the  whole  of  the  body 
the  skin  was  swollen,  unnaturally  translucent,  dry,  rough, 
and  scurfy.  The  hands  were  coarse,  thick-fingered,  very  dry, 
and  harsh — '  spade-like,'  as  Sir  William  Gull  has  it.  The 
extremities  generally  were  cold  and  blue.  The  abdomen 
was  large  and  protruding,  the  walls  being  very  lax ;  but  no 
tumour  or  tenderness  existed.  The  back  was  bowed,  and 
there  was  some  lateral  cui-vature  to  the  left.  The  thyroid 
body  could  hardly  be  felt,  and  there  was  some  amount  of 
elastic  projection  above  the  clavicles. 

There  was  some  fluid  oedema  of  the  legs  and  feet.  When 
the  patient  stood  alone — a  matter  of  some  effort— her  head 
at  once  drooped  forward  on  the  chest — a  cretin-like  attitude, 
already  noted  by  me  in  a  previously  published  case.  On  try- 
ing to  walk  she  moved  slowly,  and  when  a  foot  was  planted 
on  the  ground  and  the  body  brought  over  it  a  series  of 
quivers  ran  through  her  whole  frame  as  she  slowly  brought 
her  muscles  to  balanced  action.  Meanwhile  it  was  necessary 
to  be  ready  to  support  her,  as  she  distinctly  tended  to  fall, 
and  had,  in  fact,  done  so  frequently  of  late.  There  was  no 
true  paralysis,  ataxy,  or  trembling. 

Her  speech  resembled  that  of  the  cases  recorded.  She 
began  by  slowly  extending  the  mouth  horizontally,  then 
usually  made  the  movements  of  swallowing,  afterwards  emit- 
ting her  words  deliberately,  and  with  nasal  intonation.  Her 
words  were  often  interrupted  by  the  necessity  of  clearing  the 
soft  palate  out  of  the  way,  which  was  managed  by  little  ex- 
plosive puifs  through  the  nostrils. 

When  first  seen  she  was  very  lethargic.  She  lay  for  the 
most  part  quietly  in  bed,  and  was  slow  to  become  aware 
when  she  was  addressed.  Although  her  memory  was  impaired 
and  her  response  slow,  her  feelings  were  tolerably  perfect 
behind  the  mist  which  surrounded  them.  The  special  senses 
were  not  affected,  touch  was  accurate,  heat  and  cold  were 
keenly  felt.  As  regarded  cold  her  sensations  were  exceed- 
ingly acute.  She  '  was  always  cold  and  shivering.'  She  did 
not  appear  to  suffer  from  any  kind  of  pain,  and  slept  well. 
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There  was  some  bronchitis;  arterial  tension;  indica- 
tions of  increase  in  the  bulk  of  the  heart ;  marked  feeble- 
ness in  its  action. 

The  urine  was  of  average  quantity;  its  specific  gravity 
1015;  it  contained  a  trace  of  albumen,  but  no  sugar  or 
other  abnormal  constituent,  unless  a  good  deal  of  vesical 
epithelium  and  a  little  oxalate  of  lime  deserve  the  appella- 
tion. 

The  temperature  was  90*8°  in  the  right  axilla,  90*2°  in 
the  left.         >- 

Within  a  day  or  two  after  admission  she  received  news  of 
the  death  of  a  daughter  who  had  been  long  ill,  and  of  the 
sudden  death  of  her  husband.  These  shocks  were  followed 
by  a  deeper  lethargy,  relieved  occasionally  by  feeble  delirium, 
during  which  she  had  delusions.  At  times,  although  not 
easily  roused,  she  answered  rationally  questions  several  times 
repeated.  The  mist  was  evidently  deepening,  and  she  some- 
times lost  her  way  in  it.  And  so  she  gradually  failed,  and 
died  on  the  fourteenth  day  of  her  stay  in  hospital. 

The  urine  was  copious  throughout,  and  always  contained 
a  trace,  but  not  more  than  a  trace,  of  albumen.  No  casts, 
blood,  or  renal  epithelium  were  ever  seen. 

The  temperature  generally  ranged  between  90°  and  92°, 
never  exceeding  94°,  till  two  days  before  death,  when  it  fell 
to  88°  and  87°.     On  the  day  of  her  death  it  fell  to  77°. 

At  the  post  mortem  examination  the  lungs  were  found  con- 
gested and  oedematous,  and  there  was  a  good  deal  of  fluid 
in  all  the  serous  cavities.  The  heart  was  hypertrophied, 
flabby,  and  dilated,  weighing  12^  ounces.  The  thyroid  body 
was  much  reduced  in  size  and  indurated.  The  kidneys  were 
of  average  size,  and  of  extraordinary  firmness,  giving  to  th© 
touch  a  sensation  like  that  of  indiarubber.  The  surface  was 
smooth,  the  capsules  not  adherent. 

The  microscopical  examination  of  the  various  parts  brings 
out  in  great  prominence  a  condition  noted  in  the  fatal  case 
previously  reported.  The  fibrillar  element  of  connective 
tissue  and  the  mucin-yielding  interstitial  cement  are  every- 
where found  in  great  excess,  the  fibrils  being  unusually  dis- 
tinct. The  nuclei  are  also  abnormally  large  and  abundant. 
Hence  the  connective  tissue  is  everywhere  swollen  and  trans- 
lucent. In  the  arteries  we  may  note  a  massive  thickening 
of  the  coats,  particularly  of  the  adventitia,  a  great  increase 
of  nuclei,  and  a  diminution  of  the  calibre,  often  approaching 
obliteration.     In  the  liver  the  increase  of  connective  tissue 
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leads  to  the  isolation  of  cells  and  of  columns  of  cells.  The 
cells  are  evidently  injured  by  pressure,  and  are  full  of  large 
nuclei,  presenting  an  extraordinary  contrast  to  healthy  hepa- 
tic parenchyma.  (See  Plate  II.)  In  the  kidney  the  encroach- 
ments of  connective  tissue  in  the  intertubular  region,  in  the 
walls  of  the  Malpighian  bodies,  around  the  vessels  of  the 
tufts,  and  around  the  arteries,  are'  very  obvious.  So  also  in 
the  skin,  in  both  kinds  of  muscle,  and  in  the  spinal  cord. 
Everywhere  the  connective  tissue  appears  to  have  undergone 
a  degeneration,  a  retrograde  change,  bringing^it  into  close 
resemblance  with  the  mucin-yielding  connective  tissue  of  the 
umbilical  cord. 

With  the  case  now  described  the  others  which  have  come 
under  observation  may  now  be  briefly  compared.  All  were 
adult  women,  between  30  and  oO  ;  all  married ;  all  had  borne 
children.  In  three  out  of  the  six  the  commencement  of  the 
swelling  is  noted  to  have  followed  a  confinement.  There  was 
in  no  case  a  history  of  intemperance  or  syphilis.  Collateral 
heredity  is  indicated  in  one,  a  younger  sister  presenting 
symptoms  of  the  disease. 

The  translucent,  dry,  rough  skin  was  observed  in  all ;  so 
was  the  pink  flush  on  the  cheek.  In  all  there  was  lethargy, 
slow  intelligence,  slow  perception,  associated  with  a  complete 
consciousness  of  shortcomings.  In  all  the  leathery  intona- 
tion and  clumsy  utterance  were  well  marked ;  all  showed 
imperfect  power  in  regulating  alternate  or  combined  move- 
ments of  muscles.  In  none  were  the  senses  impaired,  nor  was 
paralysis  or  ataxy  present.  In  two  cases,  besides  that  just 
described,  mental  weakness  advanced  to  aberration.  One  of 
these  two  cases  is  now  under  my  care  in  Charity  Ward,  St. 
Thomas's  Hospital,  but  is  too  ill  to  leave  her  bed. 

The  temperature  has  been  decidedly  below  the  average 
in  all  these  cases,  increasingly  so  as  the  disease  has  advanced. 
In  the  case  now  under  care  the  daily  record  has  been  always 
low,  and  on  one  day  93*4°  was  registered  as  the  axillary  tem- 
perature. And  another  case,  now  under  my  friend  and 
colleague  Dr.  Harley,  shows  depressed  temperature  in  con- 
junction with  mental  disorder.  This  patient  was  presented 
by  me  at  the  Medico-Chimrgical  Society  two  years  ago,  and  I 
show  photographs  of  her  taken  at  different  periods. 

The  urine  was  slightly  albuminous  in  three  far  advanced 
cases,  not  in  the  other  three,  all  of  which,  however,  had  been 
proceeding  at  least  three  years. 

The  depression  of  temperature  now  noted  was  not  re- 


DESCRIPTION  OF  PLATE  II. 

(Illustrating  Dr.  Ord's  Paper  on  Cases  of  Myxcedema.) 

Fig.  1. — Portrait  of  a  patient  suffering  from  myxcedema^ — E.K.,  set.  52,  in- 
patient at  St.  Thomas's  Hospital,  under  Dr.  Ord. 

Fig.  2. — Portrait  of  Susan  M.,  from  a  photograph  taken  one  week  before 
her  death. 

Fig.  3. — Section  of  the  liver,  showing  large  intercellular  accumulations  of 
substance,  either  finely  fibrillated,  or  faintly  granulated  like  ground 
glass ;  also  numerous  large  nuclei  (Hartnack,  Oc.  3,  Obj.  8,  tube  out). 
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cognised  in  my  earlier  cases,  which  were  observed  before  the 
clinical  thermometer  was  much  used.  In  a  previous  paper  I 
have  attributed  the  nervous  enfeeblement  presented  by  these 
cases  to  the  padding  of  peripheral  nerve-ends  by  the  gelati- 
nous connective  tissue,  and  the  consequent  failure  of  regular 
and  complete  stimulation  of  nerve-centres  froui  the  periphery. 
This  I  compared  with  the  effects  of  varnishing  the  skin. 
Now,  varnishing  the  skin  is  known  (according  to  the  experi- 
ments of  Valentin  and  others)  to  cause  rapid  depression  of 
temperature,  and  I  am  inclined  to  attribute  the  cooling  of 
these  patients  to  the  condition  of  the  skin,  rather  than  to 
their  feebleness. 

In  conclusion,  I  have  to  thank  my  friend  Mr.  Seymour 
Taylor  for  his  valuable  aid  in  the  preparation  of  the  micro- 
scopical preparatii)n  now  exhibited. 

The  mouth,  kidney,  and  thyroid  body  of  the  patient 
S.  M.  are  also  exhibited,  together  with  photographs  of  several 
other  cases. 


IV. — A  Case  of  Empyema  in  which  Portions  of  Bibs  were 
Excised.  By  Fredekick  Taylor,  M.D.,  and  H.  G. 
HowsE,  M.S.     Read  October  10,  1879. 

GERTRUDE  McK.,  set.  6,  was  admitted,  under  the  care  of 
Dr.  Taylor,  into  the  Evelina  Hospital  on  January  22, 
1877.  Eleven  weeks  previously  she  had  had  pain  in  the 
stomach  and  in  the  left  side,  and  the  medical  man  who  at- 
tended her  said  it  was  inflammation  of  the  lungs  and  pleurisy. 
After  about  three  weeks  she  was  better,  but  was  never  quite 
well,  and  was  able  to  be  up  only  a  little  while  every  day. 

On  admission  she  was  a  bright-looking  child,  with  dark 
hair  and  eyes,  and  long  eyelashes.  She  slept  and  ate  well, 
had  no  cough,  and  her  bowels  were  regular.  On  examination 
of  the  chest,  February  16,  the  left  side  was  found  shrunken, 
and  less  moveable  than  the  right  during  respiration.  In 
front  the  percussion  note  was  rather  impaired ;  the  breath 
sounds  were  clear  at  the  apex,  not  feeble,  but  accompanied 
by  crepitation  at  the  base.  Posteriorly  there  was  stomach 
resonance  nearly  up  to  the  angle  of  the  scapula,  dulness  above 
this,  with  feeble  respiratory  murmur,  but  no  adventitious 
sounds. 

She  was  ordered  cod-liver  oil  on  February  18,  and  quinine 
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on  tlie  23rd.  Tlie  temperature  during  January  and  February 
ranged  between  97°  and  99°.  The  history  and  physical  signs 
clearly  indicated  pleurisy,  but  from  the  shrinking  of  the  chest 
it  was  supposed  that  the  fluid  had  been  absorbed,  and  that 
there  remained  only  collapsed  lung  and  thickened  pleura. 
Early  in  March  the  temperature  began  to  rise,  and  on  the 
14th  it  is  noted  that  she  was  not  so  well.  The  sleep  was 
more  disturbed,  and  the  bowels  were  often  loose.  At  this  time 
the  chest  was  tender  over  the  left  base,  back,  front,  and  side. 
Here  also  was  absolute  dulness,  with  sharp  crepitation  out- 
side the  left  nipple  and  below  the  axilla.  During  the  next 
month  there  was  no  improvement,  and  scarcely  any  alteration 
in  the  physical  signs.  She  slept  well,  had  a  good  appetite, 
and  coughed  but  little  ;  on  the  other  hand,  the  bowels  were 
often  loose,  and  the  temperature  varied  from  99°  to  103°, 
evening  exacerbations  being  very  marked.  The  left  chest 
continued  shrunken,  with  impaired  movement,  dulness  corre- 
sponding closely  to  the  extent  of  the  lower  lobe,  feeble  respi- 
ratory murmur,  and  no  adventitious  sounds.  The  diagnosis 
now  wavered  between  tubercle  on  the  one  hand  and  empyema 
on  the  other,  but  as  no  other  part  of  the  chest  showed  phy- 
sical signs  but  the  left  base,  it  was  determined  to  explore  the 
chest.  On  April  16  the  needle  of  an  injection-syringe  was 
introduced  near  the  angle  of  the  scapula,  and  some  thin 
creamy  pus  flowed  into  the  tube.  Chloroform  was  now  given, 
and  a  free  incision  made  in  the  posterior  axillary  line.  About 
10  ounces  of  rather  liquid,  yellow,  offensive  pus  at  once  cams 
out,  and  two  gum-elastic  tubes  were  introduced,  one  at  each 
end  of  the  incision,  to  keep  the  wound  open  and  facilitate 
the  discharge  of  pus  and  cleansing  of  the  cavity,  if  found 
necessary.  The  operation  was  performed  antiseptically,  and 
gauze  dressings  were  applied. 

Considerable  improvement  was  at  once  apparent.  The 
temperature  fell  to  99°,  and  was  only  on  three  occasions  above 
100°  during  the  next  seventeen  days.  She  slept  and  ate  well, 
had  no  cough ;  the  bowels  became  regular,  and  she  increased 
in  weight.  The  chest  was  washed  out  antiseptically  every 
day ;  the  pus  became  less  and  less  offensive,  and  diminished 
in  quantity ;  and  on  May  3rd  she  was  allowed  to  get  up.  A 
fortnight  later  the  pus  appeared  to  be  retained,  the  tempera- 
ture again  fluctuating,  and  on  May  20  a  counter-opening 
was  made  in  a  lower  space,  and  a  tube  drawn  through  the 
two  apertures,  a  lotion  of  carbolic  acid  (1  in  40)  being  used 
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for  syringing  out  the  cavity.  As  a  result  the  temperature 
became  much  steadier,  only  occasionally  over  100°;  and  on 
June  10  the  continuous  tube  Avas  removed,  and  one  was 
inserted  in  the  lower  opening  only. 

The  discharge  was  diminished  in  quantity,  and  syringing 
was  only  necessary  once  in  three  days.  On  the  21  st  the  amount 
of  discharge  was  so  small  that  the  tube  was  withdrawn ;  but 
the  evening  exacerbations  immediately  appeared,  and  six  days 
later  it  was  necessary  to  insert  the  tube  again,  and  a  quan- 
tity of  offensive  pus  came  away.  The  upper  opening  had 
now  quite  closed,  and  the  chest  had  fallen  in  somewhat. 

Seeing  now  that  it  was  more  than  two  months  since  the 
opening  of  the  chest,  and  that  pus  continued  to  be  secreted, 
setting  up  hectic  symptoms  unless  it  had  free  discharge,  the 
question  was  discussed  whether  any  good  would  result  from 
excision  of  portions  of  the  ribs,  with  the  object  of  increasing 
the  aperture  for  discharge,  and  possibly  allowing  the  ribs  to 
fall  in  more  completely  towards  the  collapsed  lung.  Consul- 
tation was  held  with  Mr.  Howse,  and  on  July  2  the  following 
operation  was  performed.  A  free  incision  was  made  trans- 
versely along  the  course  of  the  lower  opening,  and  another 
was  carried  vertically  up  to  the  upper  opening ;  by  these 
the  seventh,  eighth,  and  ninth  ribs  were  exposed.  The  peri- 
osteum was  stripped  off,  and  about  1^  inch  of  each  rib  was  re- 
moved by  means  of  the  bone  forceps.  The  ninth  rib  was  the  one 
first  exposed,  and  on  removal  of  a  portion  it  was  found  that  the 
chest  communicated  with  the  exterior  only  by  a  very  small 
aperture  at  the  posterior  part  of  the  incision.  The  rest  of 
the  wound  was  filled  up  by  what  appeared  to  be  thickened 
pleura.  The  portions  of  the  seventh  and  eighth  rib  were  then 
removed  without  any  further  exposure  of  the  pleural  cavity 
itself,  and  without  any  alteration  of  the  position  and  rela- 
tions of  the  remaining  portions  of  these  ribs.  Dressing 
forceps  were  now  introduced  into  the  pleural  cavity  through 
the  old  aperture,  and  partly  by  their  means,  partly  by  the 
knife,  the  opening  was  enlarged  so  as  to  admit  the  forefinger 
freely.     Two  drainage  tubes  were  then  inserted. 

The  portions  of  rib  removed  measure  each  about  1^  inch 
in  length.  The  seventh  and  eighth  ribs  are  nearly  united  by 
two  bridges  of  bone,  one  lying  in  front  of,  the  other  behind, 
the  channel  which  one  of  the  drainage  tubes  had  formerly 
occupied.  Some  ossific  deposit  is  also  present  on  the  lower 
border  of  the  ninth  rib  at  a  point  corresponding  to  the  position 
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of  the  lower  drainage  tube,  but  whether  the  ninth  space  was 
completely  bridged,  like  the  seventh,  cannot  be  said.  (Plate 
VI.,  Fig.  2.) 

She  went  on  well  at  first,  and  the  temperature  was  mostly 
below  98°  lor  the  next  fortnight ;  there  was  very  little  dis- 
charge, and  the  wound  was  dressed  every  day  ;  but  gran  ula- 
tions  were  rapidly  filling  it  up.  In  the  beginning  of  August 
the  temperature  again  rose,  and  on  the  6th  the  wound  was 
nearly  closed,  leaving  only  a  small  sinus  stretching  upwards, 
forwards,  and  inwards  for  about  an  inch.  There  was  not  much 
discharge.  The  sinus  was  ordered  to  be  injected  every  day 
with  tincture  of  iodine  and  water.  On  the  24th  there  was 
nothing  left  of  the  wound  but  a  small  healthy  granulating 
surface,  with  a  little  discharge  from  it.  Iodine  injections 
and  antiseptic  dressings  were  discontinued,  and  zinc  oint- 
ment was  applied.  A  week  later,  however,  there  was  a  good 
deal  of  offensive  discharge ;  and  the  temperature  was  fluc- 
tuating in  a  very  marked  manner.  In  the  latter  half  of 
September  diarrhoea  set  in,  and  the  urine  was  found  to  be 
albuminous.  On  October  9  a  tent  was  introduced  into  the 
sinus  in  order  to  dilate  it,  and  on  its  removal  the  following 
morning  about  14  ounces  of  offensive  pus  came  away.  A 
tube  was  again  inserted,  and  antiseptic  dressings  and  weak 
iodine  injections  were  resumed.  In  this  condition  she  was 
discharged  February  11,  1878.  While  away  from  the  hos- 
pital the  cough  increased,  and  the  discharge  continued  in 
varying  quantity.  Diarrhoea  set  in  during  July  and  August, 
and  towards  the  end  of  this  time  the  face  swelled.  She 
was  admitted  again  on  September  4.  She  was  then  very  thin, 
with  pale  puffy  face  and  anxious  expression.  Pulse  124,  small ; 
temperature  100°.  The  thighs,  legs,  and  feet  were  oedema- 
tous,  ascites  was  present,  and  the  liver  reached  three  fingers' 
breadth  below  the  ribs.  The  left  chest  was  much  flattened, 
both  above  and  below  the  sixth  rib,  which  was  very  prominent 
in  its  whole  course  from  scapula  to  sternum.  The  move- 
ments of  the  side  were  impaired  ;  tactile  vibration  was  greater 
under  the  clavicle  than  on  the  right  side,  but  lower  down  it 
was  diminished.  Resonance  was  everywhere  impaired,  and 
the  respiratory  murmur  was  feeble  and  accompanied  by 
crepitation.  The  heart's  impulse  was  in  the  third  intercostal 
space,  and  the  resonance  on  the  right  side  extended  to  mid- 
sternum.  Posteriorly  the  resonance  of  the  left  side  was 
everywhere  impaired,  but  especially  below  the  angle  of  the 
scapula ;  the  breath  sounds  also  were  most  feeble  at  the  base  ; 
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vocal  vibration  was  diminished  all  over;  and  there  was  a 
little  crepitation  at  the  upper  part  only. 

Diarrhoea  was  now  her  constant  trouble,  with  only 
moderate  fever,  the  temperature  fluctuating  between  97°  and 
100°  F.  On  October  9  she  complained  of  headache,  and  the 
following  day  was  unconscious.  She  recovered  her  senses  on 
the  11th,  but  was  again  insensible  on  the  I2th  until  her  death 
at  mid-day. 

The  post  mortem  examination  was  made  on  October  15. 
On  opening  the  chest  the  cavity  of  the  empyema  was  found 
to  occupy  chiefly  the  posterior  part  of  the  chest,  and  reached 
from  base  to  apex.  The  pleura  lining  it  was  especially  thick 
and  dense  over  the  ribs ;  it  contained  very  little  pus.  The 
lung  itself  was  airless,  except  just  at  the  apex.  There  was 
no  tubercle. 

Portions  of  the  sixth,  seventh,  eighth,  ninth,  and  tenth  ribs, 
with  the  integument  and  sinus,  are  now  shown,  the  pleura  and 
periosteum  having  been  removed  from  their  internal  surfaces. 
There  is  a  bony  bridge  uniting  the  sixth  and  seventh  ribs,  and 
another  between  the  seventh  and  eighth  ribs.  The  eighth  rib 
shows  plainly  the  seat  of  its  division  by  the  operation,  but  it  is 
difficult  to  say  where  the  seventh  rib  was  cut,  as  the  bridges 
uniting  it  with  its  fellows  above  and  below  are  situated  some 
distance  apart,  and  the  inner  surface  of  the  rib  itself  is  quite 
smooth.  Just  below  the  point  of  excision  of  the  ninth  rib  is 
situated  the  sinus,  which  will  admit  a  small  catheter. 

The  peritoneal  cavity  contained  some  pus  in  its  lower  and 
back  parts,  and  a  little  fluid  besides.  Thera  was  some 
lymph  on  the  surface  of  the  liver,  but  no  adhesion  of  the  in- 
testines to  one  another.  There  was  no  tubercle.  The  liver 
and  kidneys  were  lardaceous,  the  former  weighing  51  oz.,  the 
latter  7  oz.  The  intestines  were  also  lardaceous,  but  free 
from  ulceration.  The  mesenteric  glands  were  enlarged,  but 
not  caseous. 

Remarks. — The  interest  of  this  case  lies  in  the  attempt  to 
arrive  at  a  successful  termination  by  the  operation  of  excision 
of  a  portion  of  the  chest-wall.  In  three  cases  recorded  in 
the  '  Berliner  Med.  Wochenschrift,'  and  referred  to  in  the 
'London  Medical  Record'  (August  1876),  the  discharge  of  pus 
and  the  process  of  washing  out  the  cavity  were  much  facili- 
tated, and  in  one  of  them  the  success  of  the  case  was  furthered 
by  the  falling  in  of  the  side  which  followed  on  the  excision. 
In  the  present  case  it  was  hoped  that  both  these  indications 
would  be  carried  out  by  means  of  the  operation.    First  a  free 
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incision,  then  a  counter-opening  had  been  made,  but  they 
had  rapidly  closed  up,  and  every  attempt  to  remove  the  tube 
was  followed  by  increased  fever  and  hectic.  Moreover,  from 
the  long  duration  of  the  illness  prior  to  evacuation  of  the 
pus,  it  was  probable  that  the  lung  was  much  collapsed  and 
unable  to  expand ;  and  therefore  it  would  be  an  advantage  if 
the  chest-wall  could  be  made  to  fall  in  more  than  it  was 
likely  to  do  spontaneously.  And  this,  no  doubt,  did  take 
place  to  a  certain  extent,  for  when  the  patient  was  admitted 
for  the  last  time,  five  months  after  the  operation,  the  chest  was 
considerably  flattened,  and  the  sixth  rib,  which  was  next 
above  the  highest  operated  on,  stood  out  as  a  prominent 
oblique  ridge  on  the  side  and  lower  front  of  the  chest.  But, 
in  reference  to  the  other  indication,  the  operation  must  be 
said  to  have  failed :  the  object  was  entirely  frustrated  by  the 
remarkable  powers  of  repair  which  in  certain  dire  itions  the 
child  throughout  exhibited.  The  first  incision  had  granu- 
lated up  rapidly ;  and  after  a  counter-opening  had  been  some 
time  in  use  the  upper  opening  quickly  closed,  when  the 
through  drainage  tube  was  discontinued.  Moreover,  the  ribs 
themselves,  stimulated  by  the  mere  presence  of  a  tube  between 
them,  had  thrown  out  bridges  of  bone  by  which  they  became 
united.  The  same  process  was  repeated  after  the  operation 
of  excision,  for  in  three  weeks  the  wound  was  nearly  closed ; 
and  the  condition  of  the  ribs  found  after  death  shows  how 
thoroughly  the  repair  of  the  bones  had  taken  place. 

It  is  probable  that  in  another  case  of  the  kind  an  altera- 
tion in  the  method  of  operation  may  better  attain  the  desired 
results.  In  the  present  case  the  ribs  were  cut  down  upon, 
then  divided  and  removed,  the  periosteum  being  stripped  oft' and 
left  behind  in  so  doing.  This  was  the  more  readily  done  as 
the  periosteum  in  a  growing  child  is  thicker  and  more  easily 
detached  than  in  the  adult.  The  natural  result  of  this,  viz., 
the  very  rapid  replacement  of  the  bone,  was  not  fully  taken 
into  account  at  the  time.  We  were  also  the  less  desirous  of 
interfering  farther  with  this  periosteal  tissue  that  it  was  so 
fused  with  the  thickened  pleura  as  to  be  indistinguishable 
from  it. 

The  outcome  of  this  case,  however,  would  seem  naturally 
to  suggest  the  advisability  in  any  other  case  of  the  kind  of 
removing  very  much  more  freely  the  periosteal  tissue,  even  if 
this  necessitated  also  the  removal  of  the  thickened  pleura, 
and  the  absolute  laying  bare  of  the  pleural  cavity.  Seeing 
the  condition  of  the  lung  in  many  of  these  cases,  and  the 
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rapidity  with  which  wounds  of  the  chest-wall  contract  and 
close,  this  would  appear  likely  to  have  no  prejudicial  effects. 
It  would,  moreover,  allow  another  complication  which  this 
case  presented  to  be  treated  with  better  effect.  While  ex- 
amining the  sinuses  in  this  case  previous  to  the  operation  it 
was  found  that  the  probe  could  be  passed  in  one  or  two 
directions  into  apparently  distinct  cavities.  It  would  thus 
appear  as  if  partial  adhesion,  as  a  result  of  the  previous 
drainage  operations,  had  taken  place  between  contiguous 
surfaces  of  the  pleura,  leaving  sinus-cavities  elsewhere.  Now, 
the  removal  of  rib  and  periosteum,  even  if  it  involved  removal 
of  the  thickened  pleura  and  exposure  of  the  lung,  would  pro- 
bably permit  much  more  free  exploration  of  these  cavities 
and  would  allow  of  better  provision  being  made  for  their 
drainage ;  and  from  the  larger  gap,  and  consequently  greater 
slowness  in  closing,  these  cavities  would  be  much  more 
likely  to  have  time  to  fill  up  permanently. 

Finally,  the  operation  would  appear  to  have  erred  in  not 
having  done  enough,  rather  than  in  having  done  too  much ; 
and  the  only  objection  that  we  can  see  to  the  more  extended 
operation  which  is  here  recommended  would  be  that  in  it 
it  would  be  necessary  to  cut  away  the  intercostal  vessels  and 
nerves  of  the  corresponding  spaces.  These  vessels,  however, 
rapidly  contract  and  then  cease  bleeding ;  and  even  should 
haemorrhage  continue  they  would  be  readily  controlled  by 
ligature  in  the  larger  space  laid  bare.  The  sacrifice  of  these 
comparatively  unimportant  vessels  and  nerves  would  be  of 
little  moment  as  compared  with  the  very  serious  issue  to  the 
patient  if  this  condition  were  allowed  to  continue. 


V. — Two  Cases  of  Acute  Rheumatism.     By  E.  Southey, 
M.D.     Read  October  24,  1879. 

Case  I. — Cerebral  Eheumatism  without   Hyperpyrexia. 

FEED    GAEDEN,  23,  coachmaker,  temperate,    a  poorly 
nourished,  anaemic  fellow,  who  said  he  had  been  feel- 
ing ill  for  some  little  time. 

First  seized  with  pain  and  stiffness  in  all  his  joints  on 
Sept.  10,  and  was  obliged  to  take  to  his  bed  that  evening. 
Four  days  later,  on  Sept.  14,  he  was  brought  to  the  Hospital 
in  a  cab. 

Condition  on  admission. — Fourth  day  of  disease.     Very 
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weak,  sldn  perspiring  profusely.  Temp.  103°.  Backs  of 
hands  and  wrists  were  red  and  swollen.  Tongue  tremulous, 
moist,  only  slightly  furred,  rather  red  at  tip.  Anorexia, 
thirst,  bowels  open,  urine  scanty.  Thorax  small,  not  well- 
made.  No  abnormal  lung  sounds,  area  of  cardiac  dulness 
normal,  apex  beat  in  normal  situation.  Heart  sounds  feeble 
but  natural.  Slight  friction  rub  at  base.  Abdomen  empty, 
but  nothing  abnormal  noticed. 

Treatment. — Milk  diet,  beef  tea.  Hst.  sodse  cum  majj- 
nesia. 

I  saw  the  patient  first  on  Sept.  16,  sixth  day  of  illness. 
The  rheumatic  inflammations  were  then  characteristic  and 
well  marked;  they  had  shifted  to  shoulders  and  ankles  and 
feet.  Sleeplessness  was  the  principal  complaint.  The  complete 
immobility  of  the  patient  showed  grea.t  prostration,  and  be- 
tokened a  protracted  case  and  probable  bedsores. 

Sept.  18.  —  Cardiac  dulness  increased,  friction  sound 
audible  at  base. 

21. — Less  pain  complained  of;  pain  in  chest  spoken  of 
yesterday  is  not  noticed  to-day;  no  fresh  joints  affected. 
Manner  abrupt  and  peculiar ;  was  delirious  last  night,  with 
constant  muttering  and  wandering. 

22. — Complains  of  swelling  in  arms ;  says  he  felt  better, 
that  he  slept  better.  Nurse's  account  is  that  he  was  very 
delirious  all  night,  and  really  got  very  little  sleep.  His  own 
account  of  himself  rationally  expressed  but  quite  untrust- 
worthy. Marked  tremulousness  of  hands,  but  ability  to 
move  them. 

25. — Complains  of  general  discomfort ;  does  not  localise 
his  pains.  From  this  date  his  temperature  was  not  particu- 
larly high ;  the  pulse  was  feeble  and  dicrotous ;  but  delirium 
continued  the  important  and  prevailing  symptom. 

He  took  all  nourishment  that  was  given  him — a  pint  and 
a  half  of  milk,  pudding,  two  eggs,  beef-tea  a  pint,  brandy 
4  oz.,  daily. 

An  effervescing  mixture  was  ordered  on  Sept.  26 ;  chloro- 
form, cardamoms,  and  peppermint  on  the  28th. 

On  Sept.  30  I  began  with  conium,  first  in  3ij.  doses ;  for 
the  jactitation  and  subsultus  had  become  greater,  and  the 
patient's  condition  rather  resembled  typhus  than  rheumatism. 
Still  his  tongue  was  not  dry ;  there  was  no  rash,  and  no  deaf- 
ness ;  nay,  rather  over-acute  sense  of  hearing,  the  patient 
catching  casual  remarks  made  at  his  bedside,  and  answering 
questions  put  to  others  as  if  they  applied  to  himself ;  any 
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word  lie  heard  seeming  to  set  his  thoughts  working  in  a 
new  direction.  The  peculiarity  of  this  delirium  of  cerebral 
rheumatism  deserves  attention:  the  activity  of  the  senses 
resembles  what  we  observe  in  delirium  tremens.  But  these 
patients  have  no  horrors,  are  seldom  noisy  ;  and  although  they 
may  attempt  to  get  out  of  bed  are  easily  persuaded  to  return 
to  it  again. 

Oct.  1. — I  directed  nourishment  to  be  given  every  two 
hours.  Increased  the  conium  to  5  ss.  doses,  gave  3  ss.  of  bro- 
mide with  it  every  four  hours,  applied  an  ice-bag  to  forehead 
and  top  of  head.  As  he  remained  sleepless  I  ordered  a 
draught  of  chloral  for  the  night,  and  of  this  he  took  30  grains, 
in  two  doses,  and  then  slept  well  for  four  hours. 

2. — Patient  was  conscious,  and  complained  a  good  deal 
of  pains  in  knees,  back  and  elbows;  he  was  not  perspiring 
nearly  so  much ;  his  respirations,  which  had  been  attended 
by  sibilus,  had  fallen  from  46  to  40.  There  was  still  some 
tremulousness  and  jactitation,  but  his  aspect  was  better. 
He  showed  great  loss  of  muscular  power,  and  lay  helpless  in 
bed. 

The  same  treatment  was  continued. 


Day  of 
Disease 

Date 

Pulse 

Temp. 

Resp. 

Treatment 

4 

Sept.  14 

96 

103 

24 

6 

16 

88 

1041 

7 

17 

104 

Hst.  Quin.  c  Pot.  lodid. 

8 

18 

84 

102 

9 

19 

10 

20 

96 

103-4 

36 

11 

21 

88 

102-6 

32 

12 

22 

84 

102-8 

13 

23 

84 

102 

14 

24 

104 

103-8 

40 

15 

25 

84 

102-8 

36 

16 

26 

84 

102-4 

Hst.  EfFerv.  6  Sp.  Chloroform. 

17 

27 

92 

102-4 

18 

28 

100 

103-8 

40 

19 

29 

100 

103-4 

20 

30 

108 

1038 

... 

Succus  Conii.  3ij.  4tis.  horis. 

21 

Oct.      1 

102 

102-6 

46 

f  Conium  c  Pot.  Bromid. 
\     4tis.  horis. 

22 

2 

112 

1029 

40 

Chloral  30  grains. 

23 

3 

110 

102-4 

36 

24 

4 

96 

100-9 

30 

25 

5 

100 

998 

33 

26 

6 

96 

997 

28 

27 

7 

112 

1002 

36 
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Respiration  and  temperature  gradually  fell  on  Oct.  4.  A 
night  draught  of  chloral  was  again  repeated,  and  he  obtained 
a  good  night's  rest.  His  face  had  a  shrunken  look,  but  his 
general  condition  improved  daily ;  he  took  all  nourishment 
well,  asked  for  meat;  perspired  very  little. 

5. — Allowed  pudding  extra.     A  slight  relapse  followed. 
7. — Feels  in  pain  all  over.     Pulse   112,    still  dicrotous. 
Temp.  100-2°.     Resp.  3(5.     More  restless  last  night.     This 
relapse  only  lasted  two  days ;  he  subsequently  made  a  good 
recovery,  and  was  discharged  convalescent. 

Remarks. — This  is  a  typical  case  of  cerebral  or  typhoid 
rheumatism,  complicated,  it  is  admitted,  by  pericarditis, 
and  attended  by  such  a  temperature  as  is  often  encountered  in 
acute  rheumatism  thus  complicated.  The  cerebral  symptoms 
do  not  occur  when  the  temperature  is  at  its  highest,  on  the  sixth 
and  seventh  days,  but  on  the  twelfth  day,  when  the  tempera- 
ture at  its  recorded  highest  was  102-8°.  What  I  wish  to  point 
attention  to  is  the  peculiarity  of  the  delirium  and  the  whole 
of  the  nervous  symptoms.  They  are  quite  characteristic  of  the 
disease ;  they  have  been  observed  by  all  who  have  put  any 
similar  cases  upon  record,  but  have  been  attributed  to  alcohol- 
ism, and  to  a  nervous  system  damaged  by  habits  of  intemper- 
ance. In  my  opinion  alcohol  is  not  found  guilty  of  them,  and 
has  really  nothing  whatever  to  do  with  them.  It  is  only  a 
superficial  likeness  to  delirium  tremens  which  is  presented. 
There  is  delirium,  with  general  tremors  ;  this  is,  however,  not 
a  noisy,  busy  delirium,  with  horrors  and  delusions  of  an  active 
Mnd.  There  is  a  sort  of  coma  vigil,  in  which  the  patient 
lies  muttering  deliriously,  and  is  constantly  talking  to  him- 
self. If  you  arouse  him  he  wakes  up  apparently  all  right, 
says  he  has  no  pain,  feels  very  well,  and  answers  your  ques- 
tions in  a  manner  that  might  throw  you  quite  off  your  guard. 
Every  statement  he  makes  may  be  incorrect,  and  is  wholly 
untrustworthy.  Then  the  muscular  tremors  increase  to 
choreic  jactitation ;  there  is  constant  twitching  and  subsultus 
of  the  muscles ;  and  finally  this  condition,  as  in  another  case 
which  I  watched,  and  which  is  recorded  in  the  sixth  volume 
of  this  Society's  '  Transactions,'  is  succeeded  by  a  state  of 
general  muscular  paralysis,  whether  from  asthenia  or  actual 
palsy  of  the  motor  powers  I  know  not ;  but  this  I  do  know, 
that  the  patients  lie  perfectly  motionless,  and  cannot  help 
themselves  at  all.  This  case  recovered,  and  I  attribute  his 
recovery  to  the  treatment  pursued.  The  bromide  and  conium 
may  have  tranquillised  the  spinal  centres,  as  Dr.  Greenhow 


Dr.  Southey's  Cases  of  Acute  Rheumatism.  29 

thouglit  they  did  in  a  case  in  whicli  lie  tried  them ;  but  the 
ice-bag  to  the  head  and  neck  is,  I  believe,  good  treatment ; 
safer,  because  less  fatiguing,  and  as  efficacious,  I  think,  as 
the  cold  plunge  or  wet  sheet.  But  neither  of  these  strong 
measures  was  indicated  by  the  patient's  temperature,  which 
did  not  amount  to  hyperpyrexia. 

Case  II. — Acute  Rheumatism.  Sudden  death  on  the  tenth 
day,  without  elevation  of  temperature,  hut  with  the  post 
mortem  appearances  which  have  been  attributed  to  hyper- 
pyrexia. 

Harriet  Chabot,  set.  20,  a  fair,  short,  and  lymphatic  look- 
ing young  woman,  moderately  well  nourished,  was  admitted 
into  Faith  Ward,  September  23,  1879,  with  all  the  ordinary 
symptoms  of  acute  rheumatism. 

It  was  her  third  attack  within  two  years,  and  it  was  in 
evidence,  both  from  her  own  and  her  mother's  account,  that 
the  invasion  of  the  symptoms  had  been  gradual,  she  having 
suffered  aches  and  pains  and  malaise  for  four  days  before  being 
compelled  to  take  to  her  bed.  On  admission  she  had,  however, 
been  in  bed  five  days,  so  that  it  might  be  said  to  be  either  the 
fifth  or  ninth  day  of  her  disease,  according  as  the  invasion 
period  is  counted  or  not.  I  described  it  as  acute  rheumatism, 
relapsing  form,  fifth  day  on  admission,  with  old  endocardial 
murmur.  Mitral  regurgitation,  very  little  hypertrophy. 
Physical  signs  upon  admission,  pain  and  swelling,  with  some 
redness  of  several  joints.  Heart's  apex  beat  between  fifth  and 
sixth  ribs  inside  nipple.  No  increase  of  precordial  dulness. 
Second  sound  accentuated  over  pulmonary  artery,  systolic 
murmur  heard  loudly  up  and  down  sternum  and  towards 
left  axilla. 

Pulse  96  to  104.  Respiration  28,  but  easily  quickened  by 
slightest  movement  to  40.     Temperature  99'6°. 

Tongue  furred;  urine  reported  to  contain  a  trace  of  albu- 
men, to  be  scanty,  high-coloured,  sp.  gr.  1020 ;  the  following 
day  it  contained  no  blood,  but  deposited  much  sediment,  ^°, 
on  boiling,  and  acidifying.  Her  history  went  to  show  that 
she  never  had  had  scarlet  fever,  or  any  other  illness,  but 
acute  rheumatism ;   no  dropsy  ever. 

The  case  was  severe  but  not  alarming.  I  ordered  ordinary 
slop  diet,  a  mouth- wash  of  borax  and  pot.  chlorat.,  and  a 
draught  of  pot.  chlorat.  gr.  v.  chloral  hyd.  gr.  v.,  mist, 
camphor  5  i,  6tis  horis.     A  tepid  bath  at  98°  to  100°  every 
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night.  Fifth  night:  her  evening  temperature  was  102*2°. 
Respiration  40.  Pulse  101 ;  but  she  slept  well,  although 
her  left  wrist  and  right  knee  gave  acute  pain  upon  the  least 
movement. 

Sept.  24  (sixth  day  of  disease). — Abatement  of  evening 
temperature  to  10L'4°.  Bowels  have  not  acted  for  four  days  ; 
nourishment  taken  fairly ;  no  alteration  made  in  treatment ; 
no  purgative  given. 

Sept.  25  (seventh  day).  —  Morning  temperature  07*3°, 
evening  temperature  99*6°;  respiration  36,  pulse  96.  Marked 
improvement  in  condition;  slept  well.  Bowels  acted  sponta- 
neously, tongue  cleaner,  food  taken  with  more  relish.  Murmur 
and  physical  signs  the  same.  Urine  still  albuminous  slightly. 

Sept.  26  (eighth  day). — No  pain  in  joints  at  all ;  tongue 
nearly  clean ;  takes  food,  but  is  not  hungry ;  passed  a  good 
night.  Morning  temperature  98 '4°,  evening  temperature 
99-4°;  respiration  20,  pulse  90. 

Sept.  27  (ninth  day). — Fair  night,  but  right  knee  is 
more  painful,  her  face  looked  haggard  and  pale,  lips  rather 
livid — enough  to  attract  my  attention  and  make  me  inquire 
fully  about  and  re-examine  her.  There  was  no  increase  of 
prsecordial  dulness,  no  friction  sound,  but  her  pulse  was  very 
quick  and  feeble ;  respiration  about  40 ;  only  6  oz.  of  urine 
had  passed  during  twenty-four  hours ;  there  was  no  fulness 
of  bladder.  The  urine  collected  was  acid,  sp.  gr.  1018,  and 
contained  a  considerable  quantity  of  albumen.  Her  bowels, 
however,  had  acted  four  times,  and  a  little  water  had  been 
passed  with  the  motions.  The  morning  temperature  was 
101-2°,  at  7.30  P.M.  it  was  102-4°.  In  the  afternoon  she 
began  to  complain  of  pain  in  epigastrium,  and  vomited  a 
green  bilious  fluid.  Was  seen  by  my  house  physician,  who 
ordered  a  blister  to  heart  for  supposed  pericardial  friction. 
She  was  perspiring  profusely  when  moved  by  the  nurse,  and 
sat  up  in  bed  at  about  7.30,  and  said,  '  I  can't  think  why 
you  are  so  fidgety  about  me.  I'm  going  on  very  well.'  Was 
asked  if  her  feet  were  cold :  she  said,  '  No,  they  are  burning 
hot.'  They  only  felt  warm  to  the  nurse's  hand.  Afterwards 
the  pain  in  epigastrium  increased,  her  eyes  became  wild  and 
staring,  her  face  pale ;  and  although  her  respirations  were 
only  32  hardly  any  pulse  could  be  felt  at  her  wrist.  She 
cried  out,  '  Can  no  one  give  me  any  relief  for  this  pain  ? ' 
pointing  to  bottom  of  sternum.  At  12.15  she  threw  herself 
back  in  bed  and  became  unconscious.  The  heart  sounds 
were  irregular  and  indistinct,  and  at  12.45  she  died  quietly, 
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without  convulsion  of  any  kind,  having  never  recovered  con- 
sciousness. 

When  I  saw  her  at  2  p.m.  on  27th  I  stopped  her  chloral 
and  potash  draught,  ordered  2  oz.  of  brandy,  and  citrate  of 
potash  draught,  with  Sp.  animon.  aroinat.  and  Sp.  sether 
nitros.  aa  3ss.  6tis,  and  applied  chloroform  and  belladonna 
liniment  to  her  right  knee. 

Post  mortem  twenty-eight  hours  after  death. — No  effusion  in 
pleura,  pericardium,  or  peritoneum.  Very  slight  thickening 
of  pericardium  at  root  of  aorta.  Lungs  normal.  No  clots  in 
pulmonary  artery.  Heart's  cavities  distended  with  greenish 
much  decomposed  post  mortem  clots.  Heart's  muscular  sub- 
stance of  a  dirty  brown  colour;  fibres  under  microscope 
obscure.  No  striation  distinguishable  in  them — probably 
from  decomposition. 

Aortic  valves  normal.  Mitral  valve  covered  with  small 
vegetations  upon  its  auricular  surface ;  mitral  orifice  some- 
what narrowed.  Spleen  large  and  soft ;  liver  soft.  Intestines 
filled  with  greenish-yellow  slimy  mucus,  exceedingly  abun- 
dant throughout  it.  Stomach  similarly  contained  a  large 
quantity  of  bile-stained  viscid  mucus,  as  if  from  a  general 
catarrhal  process.     Kidney's  pale  and  soft. 

Brain  and  its  membranes  normal. 

Remarks. — I  have  prepared  none.  I  prefer  that  the  case 
should  speak  for  itself.  To  me  it  is  an  intensely  interesting  one. 
It  furnished  a  fact  I  had  been  long  looking  out  for — sudden 
death  in  rheumatism,  with  appearances  of  hyperpyrexia,  but 
without  any  remarkable  temperature  reached  or  observed. 
She  died  of  asthenia,  or  heart  failure,  with  gradually  failing 
pulse,  until  this  could  not  be  perceived  at  the  wrist.  The 
appearance  of  the  heart  did  not,  to  my  knowledge  of  patho- 
logy, suggest  carditis  the  very  least.  That  of  the  kidneys 
was  no  more  than  is  found  in  the  subjects  of  any  acute  dis- 
ease who  die  of  pneumonia  or  fever.  To  explain  it  I  can 
only  offer  what  will  be  accepted  as  proof  of  my  ignorance — 
the  hypothesis  that  in  rheumatism  there  sometimes  sul- 
denly  takes  place  a  great  change  in  the  blood  itself,  which 
makes  this  circulate  everywhere  with  difficulty.  It  will  not 
undergo  the  proper  changes  of  oxygenation  in  the  lungs  ;  it 
fails  to  carry  the  requisite  oxygen  everywhere  and  to  circu- 
late properly.  If  the  blood  stasis  occurs  in  certain  nervous 
centres  hyperpyrexia  may  attend  this  local  accident.  To 
three  clinical  symptoms  of  impending  danger  —  extreme 
pallor   of  the  face,  lividity  of  the  lips,  and  albuminuria — I 
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may  call  attention.  They  have  occurred  in  other  fatal  cases 
of  rheumatism  I  have  seen.  I  know  them  now  to  be  of 
almost  fatal  omen,  and  wish  to  direct  the  attention  of  the 
profession  to  them. 


YI. — The  Case  of  James  Orman,  Struck  hy  Lightning,  on 
June  8,  1878.  By  George  Wilks,  M.B.  (of  Ash- 
ford).  Communicated  by  Sir  James  Paget,  Bart. 
Read  October  24,  1879. 

ON  Saturday,  June  8, 1878,  about  4.30  p.m.,  four  men  were  at 
work  near  Snave,  in  Eomney  Marsh,  about  eight  miles 
from  Ashford,  '  topping '  willow  trees,  when  the  violence  of 
the  rain  compelled  them  to  take  shelter  under  a  hedge ;  but 
the  storm  increasing,  they  retreated  to  a  shed  near  by  for 
more  efl&cient  protection.  Three  of  them  at  once  entered, 
but  the  other,  James  Orman,  stayed  by  a  willow  close  to  the 
window  of  the  shed  to  empty  his  bladder.  Scarcely  were 
the  three  men  inside  when  '  a  blaze  of  lightning  rushed  in 
at  the  door,  across  the  shed,  and  out  at  the  window,'  which 
it  blew  before  it  into  the  field.  For  a  short  time  they  stood 
*  scared '  by  the  dazzling  brilliancy  of  the  lightning  and  the 
furious  din  of  the  thunder,  but,  recovering,  bethought  them- 
selves of  their  companion's  close  proximity  to  the  path  of  the 
flash,  and  went  to  look  for  him.  Hurrying  round  the  shed, 
they  saw  the  tree  partly  denuded  of  its  bark,  and  Orman's 
boots  standing  close  to  its  foot,  but  the  man  himself  lying 
naked,  on  his  back,  two  yards  farther  off,  calling  for  help. 
When  they  left  him  a  few  minutes  previously  he  was  com- 
pletely and  strongly  clad  in  a  cotton  jacket,  cotton  shirt, 
flannel  vest,  cotton  trousers,  secured  at  waist  and  knee  with 
leather  straps  and  buckles  ;  new  stout  hobnailed  boots,  hat, 
watch  and  chain.  Now  he  was  lying  naked,  with  abso- 
lutely nothing  on  him  save  part  of  the  left  arm  of  his  flannel 
vest,  conscious,  but  much  burned,  and  with  a  badly  broken 
leg.  The  field  was  strewn  for  about  4  rods  {i.e.  22  yards) 
with  fragments  of  the  clothing  in  such  wise  that  the  door 
and  window  of  the  shed,  the  tree,  the  man,  and  the  tatters 
were  all  in  one  plane.  This  is  the  condition  of  the 
clothes  : — 

The  hat  uninjured. 
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TAe  cotton  jacket  split  in  halves  down  the  back  (the  wrists 
and  front  were  unbuttoned  at  the  time). 

The  cotton  shirt. — There  remain  of  this  the  greater  part 
of  the  right  side  of  the  back,  the  right  arm,  and  the  skirt, 
which,  however,   is  split  up  the  middle,  burnt  where  the 
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buckle  of  the  waist-belt  would  have  been,  and  scorched  in 
the  region  of  the  right  fob,  which  contained  the  watch. 

l^he  flannel  vest  is  torn  diagonally  across  the  middle,  and 
the  left  arm  and  shoulder  are  missing  from  it — these  remained 
whole  upon  the  man. 

The  trousers  consist  of  two  distinct  pieces,  anterior  and 
posterior;  the  latter  is  made  up  of  the  waistband  (which 
was,  for  the  purpose  named,  unbuttoned),  with  pockets 
attached,  and  the  back  of  the  legs  as  far  as  the  knees,  all 
below  being  mere  shreds  and  fringe ;  of  the  front  naught 
exists  but  these  few  shreds. 

The  belt  round  the  waist  had  the  buckle  burst  out ;  the 
straps  at  the  knees  were  snapped  short  oflP,  without  injury  to 
the  buckles. 

The  hoots,  thick,  strong,  and  new  though  they  were,  are  in 
a  sorry  plight ;  no  trace  of  laces  remains  save  where  one  or 
two  holes  are  torn  out ;  the  left  has  the  leather  torn  and 
twisted  into  the  most  fantastic  shapes,  but  the  sole  is  unin- 
jured, and  there  are  no  signs  of  fire  upon  it ;  the  right  has 
lost  the  leather  from  the  inner  side,  heel,  and  back ;  the  sole 
is  much  rent  and  burnt,  the  clip  is  partly  unfixed,  and  one 
nail  is  missing  from  its  inner  side,  while  another  is  loose  at 
the  heel. 

The  stockings  are  split  up  the  inner  side ;  the  right  one  is 
blood-stained  and  scorched. 

The  ivatch,  an  old-fashioned  'turnip,'  in  an  outer  case, 
has  a  hole  burnt  right  through  the  case  and  through  the 
watch  itself,  as  though  with  a  soldering-iron ;  the  right  fob, 
in  which  it  lay,  and  the  adjacent  portion  of  the  shirt,  are 
burnt. 

The  chain  was  almost  entirely  destroyed,  only  a  few 
charred  and  fused  links  remaining. 

Remarks. — It  will  be  observed  that  the  evidences  of  fire 
in  the  clothing  are  restricted  to  parts  which  were  in  contact 
with  metal,  viz.,  the  burn  in  the  shirt  under  the  waist- 
buckle,  the  charred  fob  and  shirt-tail,  the  heel  of  the  right 
boot ;  but  the  rags  and  tatters,  the  shreds,  the  fact  that 
the  man  was  utterly  naked,  bereft  in  an  instant  even  of  his 
boots,  and  the  condition  of  those  boots,  bear  abundant 
testimony  to  the  violence  of  the  shock. 

He  was  discharged  twenty  weeks  after  the  occurrence. 

The  accident  occurred  at  4.30  p.m.  ;  the  man  was  brought 
eight  or  nine  miles  from  the  spot  into  Ashford,  and  reached  the 
Cottage  Hospital  about  7.30  p.m.,  three  hours  later.    He  said 
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that  while  making  water  lie  felt  himself  violently  struck 
across  the  chest  and  shoulders,  became  enveloped  in  blinding- 
light,  and  was  hurled  into  the  air,  coming  down  upon  his 
back  '  all  of  a  crash,'  and  never  losing  consciousness.  I  was  at 
the  Hospital  waiting  his  arrival ;  he  was  then  very  deaf,  and 
seemed  almost  stupidly  quiet  and  tranquil,  complaining  of  a 
little  pain  in  each  leg,  one  as  much  as  the  other,  but  greatly 
of  the  universal  sensation  of  heat — burning,  fiery  heat.  He 
smelt  just  like  the  victim  of  a  gun  accident. 

His  eyebrows  were  burnt  off,  his  whiskers  and  beard 
much  scorched  ;  the  chest  was  covered  with  multiple  coarsely 
dendritic  superficial  burns,  the  cuticle  being  in  many  places 
abraded ;  on  the  abdomen  were  deeper  and  more  extensive 
burns,  particularly  about  the  centre,  and  many  crimson  and 
purple  burns  were  found  over  the  sides  and  back.  A  deep 
burn  was  situated  at  the  top  of  the  right  thigh  and  pubic 
region.  Down  each  thigh  and  leg  there  was  a  broad 
streaming  burn,  some  3  inches  wide,  passing  round  the 
inner  side  of  the  knee,  and  terminating  below  the  left  inner 
ankle  in  a  burn  and  excoriation.  In  the  right  foot  was  a 
ragged  lacerated  wound  of  the  heel,  through  which  could 
be  felt  the  comminuted  os  calcis.  From  this  stream  nume- 
rous burns  branched  on  either  leg  in  all  directions.  The  bones 
of  the  right  leg  were  broken,  and  the  tibia  protruded  through 
the  skin  in  the  stream  about  one-third  of  its  length  above  the 
ankle.  At  the  wound  and  from  thence  to  the  gaping  heel 
all  was  much  charred  and  blackened.  The  stream  (as  I  call 
it)  was  indurated  throughout  its  entire  length,  and  of  a 
crimson  colour. 

The  fracture  was  easily  reduced,  and  the  leg  put  upon  an 
iron  back-splint,  with  footpiece,  and  slung.  The  fixing  of 
the  foot  was,  on  account  of  the  state  of  the  heel,  unsatis- 
factory. The  haemorrhage  from  the  wound  in  the  leg  was 
stayed  by  a  sponge  compress,  the  heel  was  poulticed,  and  the 
burns  dressed  with  carron  oil.  Milk  was  ordered  as  the 
exclusive  diet,  and  Morph.  Hydrochlor.  ^  grain  administered. 
P.  76,  full  and  regular ;  T.  100° ;  respiration  normal. 
The  next  morning  (and  for  two  weeks  longer)  the  man  con- 
tinued deaf,  but  he  displayed  a  remarkable  cheerfulness  and 
calmness. 

For  the  first  six  days  his  progress  was  excellent,  but  on  the 
morning  of  the  seventh  the  patient  seemed  not  nearly  so  well ; 
pulse  rapid,  temperature  high ;  and  he  was  drowsy  and  de- 
pressed.    The  small  quantity  of  brandy  already  ordered  was 
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therefore  doubled.  On  the  following  day  the  eschars  began 
to  separate,  and  the  man  rallied.  From  this  point  his  re- 
covery was  uninterrupted  as  regards  the  burns  and  general 
health ;  but,  owing  to  the  state  of  the  heel  and  the  large 
slough  which  formed  about  the  wound  in  the  leg,  the  fracture 
was  very  troublesome  to  manage,  the  end  of  the  tibia  being 
often  visible  ;  still  on  September  16  (just  ten  weeks  after  the 
storm)  the  man  walked  a  few  steps,  his  leg  having  been  taken 
ofiF  the  splint  and  put  on  a  pillow  some  three  weeks  before. 
On  December  3  a  small  scale  of  bone  came  away  through  a 
sinus  in  the  site  of  the  old  wound. 
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The  hums  were  well  in  four  weeks,  the  tibia  and  fibula  in 
ten  weeks ;  but  the  heel  was  repaired  so  slowly  that  it  was 
twenty  weeks  before  the  man  could  be  discharged.  The 
leg  is  shortened  by  |  inch. 

With  rega»-d  to  the  electric  phenomena  noted : — 

1.  The  almost  complete  immunity  of  the  nervous  system. 

2.  That  the  course  of  the  fluid  appeared  to  have  Deen 
from  above  downwards. 

3.  That  the  clothes  being  very  wet,  their  conductivity 
was  augmented. 

4.  Where  the  flannel  touched  the  skin  the  burns  were 
superficial,  where  the  cotton  trousers  were  in  contact  with 
the  surface  of  the  body  the  burns  were  uniformly  deeper. 

5.  Wherever  there  was  a  piece  of  metal  {e.g.  waist-belt, 
watch,  boots)  there  was  an  explosion,  or  at  least  a  greater 
development  of  heat. 


Mr.  Lawson's  Case  of  Cancer  of  the  Breasts  37 

6.  The  man  was  aware  that  the  heel  of  his  right  foot 
was  habitually  raised  from  the  ground  during  micturition. 

The  saturated  clothing  formed  a  better  conductor  than 
the  great  nerve-trunks,  and  so,  I  suppose,  saved  the  man's 
life. 


VII. — A  Case  of  Cancer  of  the  Breast^  following  long 
standing  Eczema  of  the  JS^ipple.  By  George  Lawson. 
Read  October  24,  1879. 

MRS.  P.,  set.  51,  came  under  my  care  in  July  of  this  year 
on  account  of  enlargement  and  hardness  of  the  right 
breast,  associated  with  a  large  eczematous  patch,  which  in- 
cluded the  nipple  and  an  area  of  skin  of  rather  more  than  an 
inch  round  it.  For  the  history  of  the  case  I  am  indebted  to 
Dr.  T.  C.  Fox,  who  gave  me  the  following  notes  from  the 
case-book  of  his  brother,  the  late  Dr.  Tilbury  Fox : — 

In  July  1878  the  patient  consulted  Dr.  Tilbury  Fox  for 
a  very  chronic  eczema,  apparently  of  an  ordinary  nature, 
around  the  nipple,  which  was  slightly  retracted,  and  the 
breast  was  perhaps  of  rather  increased  consistence.  She  was 
in  very  fair  health  and  quite  regular.  She  was  in  the  habit 
of  driving  a  pair  of  ponies  a  good  deal.  There  was  no  pain, 
but  great  irritation.  She  had  been  under  the  treatment  of 
four  different  physicians  before  she  had  seen  Dr.  Fox,  and 
multitudes  of  remedies  had  been  applied,  of  soothing, 
stimulant,  and  alterative  character,  also  a  drying  powder. 
These  had  relieved  but  never  cured  her.  Arsenic  had  also 
been  largely  given.  The  patient's  mother  died  of  scirrhus. 
At  this  time  I  was  asked  by  Dr.  Fox  to  examine  the  breast,  to 
ascertain  if  there  were  any  indications  of  cancer.  I  did  so, 
and,  with  the  exception  of  a  slight  retraction  of  the  nipple, 
the  breast  appeared  normal.  It  was  perhaps  of  a  firmer  con- 
sistence than  the  other.  The  skin  was  freely  moveable  over 
the  whole  breast,  and  the  breast  upon  the  muscle.  There 
was  no  enlargement  of  the  glands  in  the  axilla.  From  this 
time  I  did  not  see  the  patient  until  the  middle  of  July  of  this 
year,  when  I  was  struck  with  the  great  change  which  had 
taken  place.  The  breast  was  more  large  and  hard,  with  the 
nipple  much  withdrawn  and  the  skin  around  the  nipple 
adherent  to  the  parts  below.     There  was  also  an  enlarged 
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gland  in  the  axilla.  It  was  evident  that  the  breast  was  in- 
filtrated with  scirrhus.  On  the  following  day  Sir  James 
Paget  saw  the  patient  with  me,  and  concurred  in  the  advice 
that  the  breast  should  be  removed.  I  accordingly  excised 
the  breast,  and  took  away  also  the  enlarged  gland  in  the 
axilla.  A  portion  of  the  tumour  and  of  the  eczematous 
patch  was  examined  by  Dr.  Thin,  and  he  has  kindly  given 
me  the  annexed  report.  I  may  add  that  the  wound  healed 
rapidly,  and  at  the  end  of  four  weeks  the  patient  was  able  to 
return  to  her  home  in  the  country.  I  saw  her  a  fortnight 
since,  and  there  was  a  healthy  cicatrix,  and  no  indication  of 
recurrence. 

July  24,  1880. — The  patient  still  continues  well.  No 
recurrence. 

Remarks. — One  of  the  surgical  questions  of  the  day  is 
whether  we  may  consider  intractable  eczema  of  the  nipple  the 
precursor  of  scirrhus  of  the  breast.  The  cases  related  by  Sir 
James  Paget  and  Mr.  Butlin  have  established  the  fact  that 
scirrhus  of  the  breast  frequently  follows  a  condition  of  the 
skin  which  closely  resembles  eczema  in  its  general  characters. 
There  is  some  doubt  as  to  whether  this  so-called  eczema  is 
indeed  true  eczema ;  whether  it  is  not  rather  a  new  growth, 
with  some  of  the  superficial  characters  of  eczema,  but  which 
differs  from  it  in  its  microscopical  structure. 

The  specimen  which  I  show  to-night  was  taken  from  a 
patient  who  had  suffered  for  over  four  years  from  what  had 
been  recognized  and  treated  as  eczema  of  the  nipple.  The 
disease  had  resisted  all  treatment,  and  had  only  been  par- 
tially ameliorated  by  the  applications  made  to  it,  and  by  the 
medicine  she  had  taken.  She  had  been  for  eight  months 
under  the  care  of  the  late  Dr.  Tilbury  Fox,  and  for  three 
years  previously  under  the  treatment  of  four  other  physicians. 
That  the  breast  might  become  the  seat  of  scirrhus  was 
anticipated,  and  it  was  frequently  examined  by  Dr.  Fox  and 
once  by  myself,  in  July  1878,  to  see  if  there  were  any 
indications  of  cancer,  but  none  were  found.  I  next  saw  the 
patient  after  an  interval  of  twelve  months,  and  scirrhus  of  the 
breast  was  well-marked. 

The  important  and  practical  question  is  whether,  in  cases 
of  eczema  of  the  nipple  which  has  resisted  for  a  length  of 
time  all  treatment,  we  are  not  justified  in  advising  that  the 
breast  should  be  removed,  in  anticipation  of  a  disease  which 
does  not  then  exist. 

In  one  case  I  removed  the  greater  portion  of  a  tongue, 
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because  the  gentleman  had  suffered  from  ichthyosis  of  that 
organ  for  eighteen  years,  and  I  had  found  that  all  the  recorded 
cases  of  ichthyosis  of  the  tongue  had  terminated  in  cancer 
either  before  or  shortly  after  the  disease  had  reached  that 
age.  The  operation  was  performed  nearly  four  years  ago, 
and  the  patient  still  continues  well. 

I  have  also  frequently  excised  an  eye  which  had  received 
a  dangerous  wound,  in  anticipation  of  sympathetic  ophthalmia 
occurring  in  the  sound  eye,  feeling  that  it  was  better  to  save 
one  eye  than  to  run  the  risk  of  losing  both.  The  same 
principle  of  treatment  may  be  fairly  applied  to  cases  of  in- 
tractable eczema  of  the  nipple,  if  one  can  thoroughly  establish 
the  fact  that  in  the  majority  of  such  cases  the  disease  is 
followed  by  cancer. 

Dr.  Thin's  report  of  his  Microscopical  Examination  of  the 

specimen. 

The  diseased  skin  in  Mr.  Lawson's  case  was  sharply  limited 
towards  the  healthy  skin  by  a  groove  in  the  epidermis.  The 
cellular  elements  of  the  epidermis  and  the  papillar}'^  layer 
of  the  cutis  were  the  seat  of  changes  that  may  be  shortly 
described  as  the  results  of  a  chronic  destructive  inflammation. 
The  pars  reticularis  corii  was  not  affected. 

Only  a  part  of  the  nipple  was  examined.  On  its  surface 
there  were  still  epidermic  elements  to  be  found,  but  they  were 
considerably  broken  up.  The  connective-tissue  was  infiltrated 
^vith  columns  of  epithelial  *  (or  cancer)  cells.  The  small  part 
examined  did  not  contain  the  diseased  lactiferous  ducts, 
which  experience  of  similar  cases  suggests  are  to  be  found 
in  the  nipple. 

The  tumour  of  the  mamma  was  a  well-marked  example  of 
epithelial  cancer  in  full  development.  The  axillary  gland 
was  also  infiltrated  with  cancer  elements. 

*  The  form  of  cancer  described  by  Waldeyer  under  the  name  of  Fibre- carci- 
noma cysticum  mammae. 
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VIIL — A  Case  of  Congenital  Sebaceous  Disease  of  the 
Head  and  Neck.  By  H,  Eadcliffe  Crocker,  M.D. 
Read  November  14,  1879. 

THOMAS  A.,  set.  six  weeks,  was  brought  to  University 
College  Hospital  on  Sept.  30,  1879,  witli  a  lesion  of  the 
skin  of  the  head  and  neck  distributed  in  patches  as  follows  : 
— On  the  right  side  of  the  face,  in  front  of  the  ear,  was  an 
irregular  patch,  3  in.  by  1^  in.,  reaching  1^  in.  above  and 
1:^  in.  below  the  ear;  this  joined  by  a  narrow  process  a  large 
patch  1;^  in.  broad  which  goes  across  the  front  of  the  neck 
to  the  other  side,  sending  a  process  up  to  the  left  ear  and 
involving  the  lower  lobe  ;  processes  branch  off  upwards  and 
downwards,  the  largest,  |  in.  broad,  going  up  to  the  chin. 
On  the  left  side  above  the  ear  is  a  roughly  triangular  patch 
i|  in.  by  l^  in.  On  the  cheek  is  an  irregular  branched  patch, 
on  the  left  ala  nasi  there  are  small  ones,  and  at  the  angle 
between  the  nose  and  eye  of  the  same  side  is  another  reach- 
ing up  to  the  brow.  The  largest  of  all  is  an  irregular  patch 
on  the  occiput,  its  greatest  diameters  being  9|  in.  by  2|  in. 
In  the  neighbourhood  of  the  larger  patches  are  a  few  quite 
small  ones,  but  there  are  no  others  in  any  part  of  the  body 
or  limbs,  the  skin  being  quite  healthy  and  the  child  well 
nourished,  though  small  for  its  age.  The  largest,  and  some 
of  the  others  show  indications  of  being  composite,  there 
being  in  places  a  sulcus,  and  sometimes  a  raised  edge  on 
each  side  of  the  sulcus.  The  colour  of  the  affected  parts  is  a 
pale  reddish  yellow,  but  the  degree  of  redness  varies  ;  thus 
it  is  redder  when  the  child  cries,  and  paler  after  exposure  to 
cold.  The  surface  is  very  finely  granular,  consisting  of  closely 
aggregated  minute  pale  yellow  papales ;  the  whole  patch  is 
slightly  raised  above  the  surrounding  skin  and  quite  hairless ; 
the  edge  is  sharply  defined,  more  raised  than  the  rest,  and 
consists  mainly  of  comedones,  with  their  usual  black  tops ; 
these  also  are  seen  less  closely  arranged  on  the  borders  of 
some  of  the  sulci  which  divide  the  large  patches,  but  a  few 
are  seen  here  and  there  on  the  surface  of  the  patches,  and 
occasionally  one  has  become  inflamed  and  has  suppurated. 
The  history  is  that  the  patches  were  present  at  birth,  but 
more  raised  than  now,  being  at  that  time  about  xV  iw«  thick; 
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they  were  red  and  rough,  but  there  were  no  distinct  pimples^ 
the  mother  said.  The  nurse  took  the  child  the  next  day  to 
the  Middlesex  Hospital.  A  week  after  birth  little  yellow 
heads  appeared  on  the  patch  on  the  neck,  which  went  away 
in  another  week.  The  patches  have  been  gradually  fading 
ever  since,  being  less  prominent  and  paler,  but  their  area  has 
remained  unaltered,  except  the  small  patch  at  the  inner 
angle  of  the  orbit,  which  the  mother  thinks  is  a  little  larger. 
The  child's  health  has  been  good  from  birth,  except  for 
frequent  vomiting,  probably  from  over-feeding.  When  I 
showed  the  case  to  the  Society,  on  Oct.  10,  there  was  slight 
snuffling,  but  this  was  not  present  when  the  child  was  first 
brought  to  the  Hospital,  and  the  mother  ascribed  it  to 
catarrh  from  exposure  dui'ing  examination.  Mr.  Hutchinson 
detected  an  odour  which  to  his  mind  suggested  syphilis,  but 
the  child  is  not  kept  clean,  and  is  constantly  vomiting,  and 
there  is  no  corroborative  evidence  of  congenital  syphilis. 
The  mother  has  always  had  good  health,  has  been  married 
five  years,  and  during  this  time  has  never  been  ill,  or  even 
ailing.  She  has  another  child,  aged  three  years,  which  I 
have  seen,  and  which  is  perfectly  healthy.  I  have  not  been 
able  to  examine  the  father,  but  for  the  seven  years  the  wife 
has  known  him  he  has  not  had  a  day's  illness  or  seemed  out 
of  health  in  any  way.  In  deference  to  Mr.  Hutchinson's 
opinion  I  have  had  Ung.  Hydrargyri  rubbed  into  the  trunk 
for  a  month ;  I  have  now  stopped  it,  as  the  eruption  is  unal- 
tered, except  that  there  are  not  so  many  comedones,  and  the 
edge,  therefore,  is  like  the  surface,  though  a  little  more  raised. 
It  is  to  be  noted  that  there  are  undoubted  comedones  on  the 
edge  and  sometimes  on  the  surface ;  the  individual  granules 
of  which  the  patch  is  mainly  made  up  look  not  unlike  milium 
on  a  very  small  scale  and  of  a  reddish  tint,  and  where  the 
comedones  have  disappeared  the  edge  resembles  the  general 
surface,  but  is  a  little  more  raised ;  the  comedones,  therefore, 
are  due,  I  think,  to  inflammatory  enlargement  of  the  com- 
ponent granules,  which  sometimes  go  on  to  suppuration;  and 
if  this  view  be  correct,  I  am  right  in  calling  it  a  congenital 
sebaceous  disease.  The  case  is,  however,  as  far  as  I  have 
been  able  to  ascertain,  a  unique  one,  and  I  shall  be  glad  to 
receive  suggestions  from  any  who  may  have  seen  the 
patient. 
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Report  on  Dr.  RadcUffe  CrocTcer's  Case  of  Congenital  Disease 

of  the  Scalp. 

This  case  was  examined  by  the  Sub- Committee  on  Nov. 
20, 1879.  They  considered  the  lesion  of  the  skin  which  formed 
the  subject  of  inquiry  to  have  been  correctly  described  by  the 
reporter.  As  regards  the  general  condition  of  the  child,  on 
the  buttocks  there  was  at  the  time  of  examination  a  papu- 
lar and  scabbed  eruption,  which,  the  mother  said,  had  been 
present  a  few  days.  The  slight  snuflBing  noticed  when  the 
case  was  shown  at  the  Society  was  still  present,  and  the  child 
was  emaciating.  Subsequently  the  Committee  learned  that 
the  vomiting  continued,  and  the  child  progressively  wasted, 
and  died  on  January  1,  1880,  without  any  further  symptoms. 
Dr.  Eadcliffe  Crocker  heard  of  the  death  on  the  second  day 
after  its  occurrence,  and  made  an  external  examination  of 
the  child.  The  extent  of  the  lesion  on  the  head  and  neck  had 
not  altered,  there  was  no  eruption  on  the  buttocks,  and  the 
mother  and  a  friend  stated  that  the  eruption  seen  there  by 
the  Committee  got  well  in  a  few  days  without  treatment. 
The  body  was  much  emaciated.  Permission  was  obtained  to 
remove  a  portion  of  the  skin  of  the  scalp,  and  some  was 
taken,  so  as  to  include  a  portion  of  healthy  skin,  the  margin, 
and  some  of  the  surface  of  the  affected  portion.  This  was 
hardened  in  ^  per  cent,  solution  of  chromic  acid  and  alcohol, 
and  sections  were  made.  No  other  examination  of  the  body 
was  permitted. 

The  Committee  arrived  at  the  following  conclusions  : — 
From  its  clinical  aspects  they  agreed  with  the  reporter — • 

1.  That  the  disease  was  congenital. 

2.  That  there  was  no  alteration  in  the  extent  of  the  lesion 
after  birth. 

3.  That  the  patches  became  red  or  pale,  more  or  less 
prominent,  according  to  the  vascularity  of  the  parts  depend- 
ing upon  heat,  cold,  excitement,  &c. 

4.  That  some  of  the  sebaceous  glands  of  the  affected 
parts  became  sometimes  distended  with  secretion  (comedo), 
and  subsequently  inflamed  like  an  ordinary  acne. 

They  would  also  add  that  the  snuflBing,  the  eruption  on 
the  buttocks,  and  the  progressive  wasting  were  strongly 
suggestive  of  congenital  syphilis,  though  no  corroborative 
evidence  from  the  family  history  was  obtainable.  The  disease, 
however,  did  not  present  any  of  the  features  of  any  known 
syphilitic  lesion. 


Clin.  Soc.Trans.Vol.Xlll.  Plate. 111. 


I  \\ 


S.R. Hamilton  del. 

Dy  Grockers  case  of  Congenital  Selsaceous  Disease  cf  the  Scalp 
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Appearances  somewhat  resembling  it,  but  without  the 
acne  element,  are  occasionally  seen  in  adults  in  the  structures 
called  moles,  and  possibly,  had  the  patient  lived,  this  would 
have  been  classed  in  the  same  category. 

Microscopic  appearances. — The  epithelial  layers  did  not 
show  any  marked  change,  but  the  papillae  were  less  pro- 
minent than  in  the  healthy  part.  In  the  corium  the  fibrous 
tissue  was  increased,  and  bands  of  it  passed  between  the 
lobes  of  the  sebaceous  glands,  separating  them  sometimes 
completely,  at  others  incompletely,  from  the  rest  of  the 
gland.     The  glands  as  a  whole  were  abnormally  large. 

The  hair-follicles  were  in  most  cases  absent,  but  occasion- 
ally a  fragment  of  one  was  to  be  seen.  No  sweat  structures 
were  found.  The  Committee  offer  the  following  explana- 
tion : — That  an  intra-uterine  inflammation  led  to  an  in- 
crease of  the  fibrous  tissue,  which  by  its  contraction  pressed 
upon  and  atrophied  the  hair-bulbs  and  sweat  glands,  and 
separated  the  component  parts  of  the  sebaceous  glands. 
Whether  this  was  of  syphilitic  origin  or  not  is  a  question  the 
Committee  cannot  form  any  conclusion  upon. 

Signed  Dyce  Duckworth. 

ROBT.    LiVEING. 

Jonathan  Hutchinson. 
H.  Radcliffe  Ceockee. 


IX. — A  Case  of  Acute  Ophthalmitis  affecting  both  Eyes. 
Treatment  by  rapid  mercurialization  and  the  instilla- 
tion of  Duboisin.  By  W.  Spencer  Watson.  Read 
November  14,  1879. 

I^LIZABETH  R.,  set.  37  years,  a  married  woman,  applied  at 
J  the  South  London  Ophthalmic  Hospital  on  October  3, 
1879,  with  acute  ophthalmitis  of  the  left  eye.  Four  days  pre- 
viously her  '  eyes  were  quite  well,'  according  to  her  account, 
but  on  September  30  she  was  exposed  to  the  foul  emanations 
from  the  body  of  a  man  who  died  in  the  house  in  which  she 
was  living.  She  seems  to  have  washed  some  of  the  linen  or 
dressings  removed  from  an  offensive  ulcer  on  the  leg  of  the 
dead  man,  and  she  thinks  she  may  have  inoculated  her  eyes 
with  the  discharge.  She  noticed  that  her  eyes  were  '  prick- 
ing and  shooting  'during  the  washing,  and  she  rubbed  them 
several  times  with  her  hand.     In  the  eveniuir  she  had  an 
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attack  of  shivering",  whicli  lasted  over  an  hour,  and  oil.  the 
following  day,  December  1 ,  her  left  eye  having  become  much 
inflamed  and  watery,  the  right  eye  also  being  irritable,  she 
used  some  brandy-and- water  :as  a  lotion. 

On  October  3,  the  day  of  her  admission,  the  eyelids  of 
her  left  eye  were  nearly  closed  from  swelling  and  inflamma- 
tion. The  conjunctiva  and  sclerotic  were  much  reddened 
and  congested,  and  the  eyeball  so  excessively  tender  that  it 
was  impossible  to  ascertain  by  the  touch  whether  there  was 
any  undue  tension.  The  subconjunctival  tissue  was  swollen, 
the  cornea  slightly  dull,  and  the  iris  and  pupil  obscured  by 
turbidity  of  the  aqueous.  The  margin  of  the  pupil  was  tied 
down  by  adhesions  to  the  capsule  of  the  lens,  and  the  pupil 
remained  unaff'ected  by  frequent  instillations  of  atropine. 
There  was  much  photophobia  and  some  serous,  hut  no  puru- 
lent, discharge.  Vision  of  the  left  eye  amounted  to  the 
capacity  for  counting  fingers  only  ;  with  the  right  eye,  which 
was  affected  with  slight  conjunctivitis,  the  patient  could  see 
about  as  well  as  ever. 

Recognizing  the  apparent  severity  of  the  case,  I  advised 
the  woman  to  remain  as  an  in-patient.  Domestic  affairs, 
however,  compelled  her  to  decline  coming  into  the  Hospital. 
It  is,  therefore,  very  doubtful  whether  she  used  the  bella- 
donna lotion  which  was  ordered,  and  certainly  the  leeches  were 
not  applied.  She  probably  took  her  calomel  and  opium  pills 
(gr.  i.  and  gr.  I)  every  three  hours,  and  a  chloral  and  bromide 
of  potassium  draught  at  night. 

Three  days  later,  October  6,  she  was  led,  almost  blind, 
into  the  out-patient  room,  and  was  only  too  glad  to  be  ad- 
mitted as  an  in-patient,  her  right  eye  having  become  acutely 
inflamed. 

On  admission  a  free  saline  purge  was  given,  Heurteloup's 
leech  was  applied  to  the  left  temple,  mercurial  ointment  was 
rubbed  into  the  skin  of  the  armpits,  and  j\  grain  of  corrosive 
sublimate  was  given  internally  three  times  a  day.  At  the 
same  time  duboisin  was  dropped  into  both  eyes.  On  the 
following  day,  the  bowels  having  been  freely  relieved,  but  the 
pupils  remaining  unaffected  by  the  duboisin,  Mr.  Pain,  my 
clinical  assistant,  undertook  to  superintend  the  duboisin 
applications,  putting  in  drops  of  the  four-grains-solution 
every  two  hours,  and  carefully  watching  for  toxic  symptoms. 
He  applied  two  drops  to  each  eye  twice  in  the  afternoon  of 
October  6,  and  again  at  8  p.m. 

Oct.  7. — One  drop  put  into  each  eye  four  times  during 
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the  day  and  two  drops  into  each  oh  another  occasion.  The 
gums  now  began  to  be  tender,  and  the  mercurial  ointment 
was  therefore  discontinued,  though  we  still  gave  the  corrosive 
sublimate. 

8. — Opaque  matter  in  both  anterior  chambers ;  corneae 
opaque,  the  left  more  so  than  the  right.  One  drop  of 
duboisin  in  each  eye  at  9  a.m.,  and  two  in  each  at  2,  5,  and 

8  P.M. 

9. — Two  drops  in  each  five  times  in  the  day.  Right 
pupil  a  little  dilated  upwards  in  the  evening. 

10. — No  ill  effects  of  a  toxic  nature  having  manifested 
themselves,  the  drops  were  used  eight  times  daily  from  this 
date,  and  were  not  followed  by  any  constitutional  symptoms. 
In  the  evening  of  the  lOtli  the  photophobia  and  swelling  of 
the  eyelids  had  gone.  The  anterior  chambers  were  clearer. 
The  left  pupil  was  slightly  dilated,  and  the  right  pupil  also, 
both  being  irregular  in  outline.  Eyeballs  very  tender.  Body 
temperature  100'4°,  pulse  84. 

11. — Pupils  larger.  Anterior  chambers  clearer.  After 
a  free  action  of  the  bowels  temperature  98 "O";  pulse  80,  feeble, 
and  occasionally  intermittent. 

12. — Anterior  chambers  clearer.  Pupils  larger.  On 
ophthalmoscopic  examination  the  pupils  appeared  dark, 
R.V.J.  19.  L.V.  fingers  {?).  On  oblique  illumination  the 
lens  in  each  eye  appeared  turbid. 

13.— R.V.J.  16.     L.J.  20. 

14. — The  drops  to  be  used  three  times  a  day. 

17. — Anterior  chambers  clearer  and  pupils  larger,  though 
with  synechise. 

20. — Cornese  clearer.  On  oblique  illumination  of  the 
left  pupil  a  dense  opacity  was  noticed  in  the  vitreous 
space.  Both  lenses  turbid.  The  fundus  of  each  eye  had 
been  previously  examined  by  the  ophthalmoscope,  and  only  a 
dull  grey  reflex  had  hitherto  been  obtained.  The  same  ap- 
pearance was  seen  in  the  left  eye  to-day,  but  some  light  was 
reflected  from  the  upper  and  inner  part  of  the  right  fundus, 
and  a  greyish  mass  could  be  seen  lying  in  the  vitreous  be- 
tween the  retina  and  the  lens  capsule.  To-day  the  patient 
insisted  on  leaving  the  Hospital. 

She  returned  on  the  22nd  with  more  ciliary  injectioji  and 
conjunctival  inflammation.  The  duboisin  drops  have  been 
neglected,  and  she  has  very  foolishly  been  exposing  her  eye 
to  the  glare  of  the  fire  in  cooking. 

Being  readmitted,  the  treatment  has  been  resumed. 
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27. — No  toxic  eflfects  from  the  duboisin.  Vision  is  mani- 
festly improving,  and  there  is  a  distinct  reflex  from  the 
fundus  of  the  right  eye,  the  pupil  of  which  is  much  more 
fully  dilated.  The  ophthalmoscopic  view  of  the  left  pupil  is 
still  dark. 

Most  of  the  above  notes  were  taken  for  me  by  Mr.  Alfred 
Pain,  clinical  assistant  of  the  Hospital. 

Nov.  14. — I  have  seen  the  patient  to-day.  The  right 
eye  has  still  further  improved.  There  is  now  no  ciliary  con- 
gestion, and  the  sight  is  V=  10  J.  14"  8  =  -^^-^.  She  says 
she  could  see  well  enough  to  do  needlework.  Both  anterior 
chambers  are  clear. 

The  left  eye  has  also  improved,  but  there  is  still  some 
congestion  of  the  ciliary  region,  and  she  has  muscae  and 
luminous  spectra,  which  she  describes  variously  as  '  little 
brown  insects  bobbing  about  before  her  eyes,'  and  as  '  flashes 
of  light  and  balls  of  light  like  an  eye.'  These  latter  lumi- 
nous objects  are  seen  by  her  when  in  the  dark  and  with  her 
eyes  closed.  The  vitreous  of  the  right  eye  is  still  turbid,  but 
allows  of  a  fairly  distinct  view  of  the  optic  disc.  In  the  left 
eye  the  ophthalmoscope  fails  to  give  more  than  a  dull-red 
reflex  through  the  irregular  pupil.  Vision  of  this  eye  amounts 
to  16  J.  12". 

The  woman  still  takes  the  corrosive  sublimate,  with  bark, 
and  uses  the  duboisin.  Her  gums  are  not  tender  nor  even 
spongy,  and  she  finds  no  inconvenience  from  the  use  of  either 
medicine  or  drops. 

Remarks. — This  case  is  remarkable  as  being  an  instance 
of  acute  double  ophthalmitis,  due  neither  to  injury  nor  to  the 
infection  of  purulent  discharge,  nor  to  syphilis.  The  patient 
totally  denied  ever  having  had  any  syphilitic  disease,  and 
though  closely  questioned  there  seemed  to  be  no  history  of 
her  ever  having  had  it.  There  is  a  possibility  of  her  having 
conveyed  some  septic  poison  into  her  eyes  from  the  foul 
dressings  she  came  into  contact  with ;  but  the  appearance  of 
the  conjunctiva  when  first  seen  was  not  like  that  observed  in 
purulent  or  gonorrhoeal  ophthalmia.  There  was  no  purulent 
discharge  throughout  the  case.  Nevertheless  there  was  in- 
tense pain  in  the  eyeballs  and  head,  with  extreme  tenderness 
of  touch,  so  that  in  this  respect  the  case  resembles  purulent 
ophthalmia.  On  the  other  hand,  the  history  of  a  rigor  having 
followed  the  possible  exposure  to  septic  poison  and  the  sub- 
sequent febrile  symptoms  point  rather  to  a  blood-poison  as 
the  origin  of  the  mischief.     The  very  active  treatment  by 
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mercuiials  and  tlie  use  of  the  duboisin  have  preserved  an 
amount  of  sight  such  as  was  hardly  to  have  been  hoped  for 
in  the  early  stages.  The  very  free  use  of  the  duboisin  with- 
out producing  any  of  the  toxic  effects  sometimes  observed 
from  a  much  more  sparing  use  of  it  is  also  remarkable. 


X. — A  Case  of  Perforating  Wound  of  the  Lung.  By 
Sui^eon-Major  Alcock,  Army  Medical  Service.  Com- 
municated by  C.  Theodore  Williams,  M.D.  Read 
November  14,  1879. 

ON  May  8,  1878,  the  Frontier  Light  Horse  were  ordered 
to  dismount  and  dislodge  from  a  vantage-ground 
among  some  overhanging  rocks  and  trees  a  body  of  Kaffirs 
who  were  doing  serious  mischief  amongst  the  English 
attacking  force  in  the  Perie  Bush.  When  close  to  the 
position,  Trooper  G.,  aged  30,  fell  struck  by  a  rifle  bullet 
in  the  chest. 

He  was  soon  afterwards  moved  to  the  *  dressing  place,' 
and  later  in  the  day  brought  down  from  the  heights,  on 
which  the  English  camp  was  situate,  to  the  field  hospital,  at 
the  foot,  being  carried  over  the  more  precipitous  parts  on  a 
stretcher,  and  finally  transferred  to  an  ambulance,  accom- 
plishing altogether  a  distance  of  2|^  miles.  On  arrival  at  the 
hospital  he  was  in  a  very  exhausted  state. 

The  bullet  was  found  to  have  entered  through  the  fourth 
intercostal  space  on  the  right  side,  internal  to  the  nipple,  and 
to  have  found  an  exit  through  the  ninth  rib,  breaking  that 
bone  at  about  an  inch  and  a  half  from  the  spinal  column. 
Air,  blood,  and  mucus  escaped  freely  from  both  wounds,  and 
during  the  night  much  blood  was  expectorated. 

A  small  piece  of  lint  soaked  in  carbolic  oil  was  applied 
over  each  opening  and  covered  by  a  quantity  of  loose  freshly 
picked  oakum,  held  on  by  a  bandage,  so  that  it  acted  as 
a  respirator  and  disinfectant  over  the  wound.  This  was 
changed  night  and  morning,  the  parts  being  carefully  washed 
with  a  solution  of  Condy's  fluid  at  the  time.  Chloral  and 
morphia  were  used  as  a  sedative. 

During  the  first  two  days  there  was  much  distress  from 
the  frequency  of  cough  and  bloody  expectoration. 

On  the  third  day  his  night  temperature  was  but  100*2°, 
and  he  was  getting  rapidly  easier.     From  this  date  he  was 
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never  in  serious  distress,  except  during  one  forenoon  upon 
whicli  I  had  inadvertently  applied  the  bandage  too  tightly, 
thereby  converting  the  permeable  pad  into  an  impenetrable 
compress,  and  thus  confining  the  copious  secretion  within 
the  lung. 

On  my  return  from  a  distant  camp  in  the  afternoon  I 
loosened  the  dressing,  and  he  was  quickly  at  ease. 

During  the  treatment  he  occupied,  with  two  or  three 
other  patients,  a  small  room,  the  door  of  which  opened 
directly  into  the  verandah,  and  the  window  of  which  had  to 
be  opened  about  an  inch  or  more  at  night  for  ventilation. 
The  climate  exceeded  at  midday  the  warmth  of  an  English 
July,  but  often  sank  at  night  to  a  white  frost. 

In  one  month  from  the  date  of  the  injury  both  wounds 
were  healed,  and  the  man  was  out  in  the  garden  of  the 
hospital.  The  lung  was  thickened  along  the  track  of  the 
bullet,  and  the  lower  third  of  the  posterior  lobe  was  dull  on 
percussion.  This  man  was  awarded  a  pension  some  time 
afterwards,  and  went  to  a  distant  part  of  the  colony. 


XI. — Removal  of  the  Frontal  Portion  of  the  Frontal 
Bone,  the  Roofs  of  both  Orbits,  the  Ethmoid  Bone, 
parts  of  both  Superior  Maxillw,  the  Vomer,  and  Palate, 
the  left  greater  wing  of  the  Sphenoid  Bone,  and  the 
left  Eyeball :  followed  by  complete  restoration  to  health. 
By  A.  F.  Norton.     Read  November  14,  1879. 

n^HE  subject  of  the  paper  contracted  syphilis  in  June  1866. 
X  He  is  of  a  strumous  constitution,  having  suffered  pre- 
viously from  strumous  psoriasis,  and  since  that  time  from 
strumous  arthritis  of  the  left  knee-joint.  He  was  treated  for 
the  chancre  (by  Lee  and  Noverre)  by  mercurial  inunctions 
and  mercurial  vapour  baths,  and  subsequently  by  iodide  of 
potassium  and  sarsaparilla.  The  chancre  healed  in  about 
five  weeks,  but  was  followed  by  an  eruption  of  small  vesicles 
and  sores  on  the  glans  penis  every  two  or  three  months.  The 
patient  never  had  sore  throat  nor  any  cutaneous  eruption 
whatever. 

The  winter  of  1866  he  spent  in  India,  but  his  habits  were 
not  altogether  temperate,  and  towards  the  following  autumn 
syphilitic  ulceration  attacked  the  matrix  of  the  toenails  on 
both  feet. 
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In  1868  arthritis  first  appeared  in  the  left  knee-joint,  but 
the  disease  seems  to  have  been  throughout  of  the  strumous 
variety  and  not  bearing-  upon  the  case  under  consideration. 
The  joint  after  five  years  became  anchylosed,  and  at  the 
present  time  gives  no  trouble  beyond  the  inconvenience  of 
the  deformity,  the  knee  being  fixed,  and  about  17  inches  in 
circumference. 

Throughout  this  time  the  patient  was  careless  in  his  mode 
of  living  with  regard  to  the  use  of  stimulants  and  exposure 
to  changes  of  temperature,  and  at  Christmas  of  1873  he  was 
attacked  with  inflammation  of  the  larynx. 

In  1875  a  suppurative  discharge  flowed  from  the  nostrils, 
followed  by  necrosis  of  the  bones  of  the  nose  and  of  the  left 
palate  and  superior  maxilla.  From  time  to  time  pieces  of 
bone  were  removed  by  medical  men,  and  in  June  1876  he 
came  under  my  care.  At  this  time  the  ethmoid  bone  was 
necrosing,  and  a  node  occupied  nearly  all  the  frontal  portion 
of  the  frontal  bone.  I  prohibited  all  stimulants,  of  which  he 
had  hitherto  been  taking  a  large  quantity,  and  stopped  the 
iodide  of  potassium,  giving  quinine  and  iron  and  opium,  with 
milk  and  simple  diet;  and  I  made  a  point  of  not  allowing 
him  to  undergo  any  change  of  temperature.  In  October  the 
sense  of  sight  in  the  left  eye  was  destroyed ;  and  with  a  probe 
and  my  finger  in  the  roof  of  the  pharynx  I  detected  that  the 
left  great  wing  of  the  sphenoid  bone  was  loose ;  and  as  there 
was  space  to  remove  it  through  the  nose,  owing  to  absence 
of  the  septum  and  of  a  part  of  the  maxilla,  I  adopted  that 
plan  of  getting  rid  of  this  large  mass  of  bone.  After  this 
time  I  never  allowed  the  patient  to  leave  the  house,  but  kept 
him  in  an  unchanging  temperature  of  62°  while  the  frontal 
bone  was  separating  from  its  attachments. 

On  Feb.  4,  1878,  I  considered  the  bones  in  a  fit  state  to 
be  removed,  and  I  operated  in  the  following  manner: — 
An  incision  was  made  perpendicularly  upwards  from  the 
nose  to  the  sagittal  suture,  and  from  each  end  of  this  central 
incision  lateral  incisions  were  carried  outwards,  in  the  upper 
part  along  the  coronal  suture,  and  in  the  lower  part  along 
the  orbital  ridges  of  the  frontal  bone.  The  flaps  thus  formed 
were  turned  outwards,  exposing  all  the  frontal  bone.  Gentle 
traction  and  manipulation  brought  away  the  frontal  portion 
of  the  frontal  bone  as  far  as  the  temporal  ridges,  the  cribri- 
form portion  of  the  ethmoid,  and  the  roofs  of  both  orbits  as 
far  as  the  external  angular  processes.  The  left  eye  was  in 
a  state  of  chronic  suppurative  inflammation,  and  the  sight 
VOL.  XIII.  E 
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4ost,  so  I  removed  it.  The  skin  over  the  forehead  was  re- 
placed. From  this  time  the  history  of  the  case  terminates. 
All  disagreeable  odour  ceased,  granulations  rapidly  sprang 
up,  and  the  parts  healed. 

Some  trouble  was  for  a  time  caused  by  inability  to  raise 
the  right  eyelid,  which  remained  swelled,  and  prevented  its 
use,  but  ultimately  the  swelling  subsided  and  the  lid  can  be 
raised  to  a  sufficient  extent  for  the  purposes  of  sight. 

I  need  make  but  few  remarks  further  upon  the  case.  It 
is,  I  think,  astonishing  that  health  could  have  been  main- 
tained under  the  prolonged  and  exhausting  suppuration  which 
occurred  during  the  separation  of  this  extraordinary  quantity 
of  bone ;  especially  do  I  think  so,  recalling  the  fact  that  all 
pus  formed  was  horribly  foetid,  notwithstanding  every  attempt 
to  disinfect  it,  and  that  throughout  the  disease  large  quantities 
of  this  fcetid  pus  discharged  into  the  nose,  and  thence  found  a 
way  into  the  stomach,  by  continually  stimulating  efforts  at 
deglutition. 

Further,  I  am  not  a  little  surprised  that  the  brain  should 
be  in  no  way  affected,  when  I  consider  that  not  less  than  its 
entire  anterior  third  was  for  a  long  time  supported  and 
covered  in  by  cicatricial  tissue  only. 

Lastly,  as  to  treatment,  I  have  avoided  syphilitic  treat-" 
ment  and  all  stimulants  from  the  time  he  came  under  my 
care.  My  object  has  been  to  maintain  a  desire  for  food ;  and 
looking  upon  a  patient  suffering  from  syphilitic  disease  as 
one  predisposed  in  the  extreme  to  the  chronic  forms  of 
inflammation,  I  have,  by  studying  to  avoid  all  changes  of 
temperature,  altogether  withdrawn  him  from  the  influence 
of  the  most  commonly  exciting  cause  of  inflammation.  The 
patient  is  still  strictly  careful  not  to  expose  himself  to  cold, 
nor,  indeed,  to  any  change  of  temperature,  and  no  inflam- 
mation of  any  part  has  occurred  since  the  operation.  In 
fact,  we  may,  I  think,  say  that  he  is  completely  restored  to 
health. 

The  patient  was  exhibited.  He  had  not  been  seen  by 
Mr.  Norton  for  nearly  a  year,  and  in  the  meantime  some  bono 
had  formed  in  parts  over  the  frontal  region.  An  examination 
of  the  bones  removed  by  the  operation  showed  that  the  whole 
thickness  of  the  skull  had  been  taken  away ;  and  Mr.  Norton 
stated  that  though  as  a  rule  bone  was  not  replaced  in  the 
skull  after  removal  in  cases  of  syphilis,  yet  in  the  present 
instance  there  was  reason  to  expect  some  new  bony  formation. 
He    said  that   generally  the  periosteum    was  destroyed  in 
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syphilitic  necrosis  of  the  skull,  but  in  the  case  under  con- 
sideration the  necrosis  had  commenced  by  formation  of  a 
large  node,  and  the  periosteum  had  been  separated  from  the 
bone  still  retaining  its  vitality. 


XII. — A  Case  of  unusual  Development  of  Keloid  in 
Smallpox  Scars.  By  James  F.  Goodhart,  M.D. 
Read  November  14,  1879. 

THE  patient  is  16^  years  of  age.  He  has  never  been  vac- 
cinated, and  in  March  last  he  had  smallpox.  The  disease 
was  very  severe,  and  bedsores  formed  on  his  shoulders,  elbows, 
hips,  and  back.  He  was  in  bed  four  months,  and  during  that 
time  the  keloid  appeared.  All  the  tumours  came  about  the 
same  time,  and  since  then  have  been  decreasing. 

The  face,  neck,  shoulders,  upper  extremities,  and  legs  are 
the  parts  upon  which  the  disease  is  most  abundant.  On  the 
thighs  it  attacks  the  seat  of  old  bedsores,  and  over  each 
great  trochanter  and  the  sacrum  there  is  a  large  mass  of 
keloid  in  a  scar.  The  appearances  of  the  disease  vary  some- 
what in  different  parts.  Upon  the  face — where,  perhaps,  the 
greatest  exuberance  of  growth  is  shown — there  are  large  flat- 
tened masses  of  solid  growth,  occupying  chiefly  the  inferior 
maxillary  region,  though  by  no  means  confined  to  it.  The 
skin  of  the  face  is  more  or  less  trabeculated  all  over  by  an 
irregular  growth  of  raised  thick  fleshy  bands  and  cords, 
giving  the  features  an  expression  similar  to  that  common  in 
cases  of  elephantiasis.  They  in  great  part  surround  the 
mouth  and  prevent  its  full  opening,  and  from  the  inside  they 
can  be  felt  as  thick  hard  masses  close  down  to  the  mucous 
membrane,  and  by  pressure  from  the  inside  the  circulation 
in  the  skin  is  easily  controlled,  and  the  rosy  tint  of  the  sur- 
face changed  to  an  opaque  yellow.  The  cuticle  is  red, 
traversed  by  small  capillary  vessels,  smooth  and  shiny.  The 
mucous  membrane  of  the  hard  palate  is  affected  also.  A 
raised  red  cicatricial  band  runs  across  on  the  left  side  from 
left  to  right,  and  from  behind  forwards. 

The  sacral  and  trochanteric  regions  show  masses  of 
keloid  like  those  upon  the  face,  but  the  entire  scar  is  less 
completely  affected,  and  the  skin  is  much  deeper  in  colour, 
or  rather  altered,  being  of  a  dark  purplish-brown,  like  a  re- 
cently healed  wound  ;  and,  from  the  ill-defined  outline  of  the 
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disease  in  these  parts,  the  shrivelled  appearance,  and  the 
depth  of  the  pigmentation,  I  believe  that  the  disease  is  dis- 
appearing ;  and  the  patient  and  his  father  both  say  they  are 
positive  the  growths  are  less  in  size. 

On  the  arms  and  forearms,  except  over  each  olecranon, 
where  there  has  been  a  bedsore,  the  keloid  lumps  are  mostly 
circular  and  discrete,  though  numerous ;  and  the  same  may 
be  said  of  the  legs.  Over  each  olecranon  there  are  larger 
musses,  livid  red  and  shrivelled,  like  those  upon  each  tro- 
chanter and  upon  the  sacrum. 

On  both  arms  and  legs  the  lumps  are  mostly  about  half 
an  inch  in  diameter,  of  deep  livid  brown  colour,  smooth  sur- 
face, and  indurated  like  an  infiltrated  scar.  They  are  mostly 
situated  on  the  outer  aspect  of  the  arm  and  forearm,  on  the 
back  of  the  hand,  and  over  the  front  and  outer  part  of  the 
legs.  Some  of  the  lumps  show  the  usual  spur-like  edges, 
which  project  into  the  surrounding  skin,  and  on  some  a  few 
fine  silky  hairs  are  to  be  seen  at  the  edges.  Sensation  is 
blunted  over  the  patches,  but  still  fairly  perfect,  with  one  or 
two  exceptions.  He  experiences  a  slight  itching  in  them, 
with  an  occasional  feeling  of  heat.  There  is  no  pain,  not 
even  a  sense  of  aching. 

Some  of  the  masses  upon  both  legs  and  forearms  are  cer- 
tainly disappearing,  leaving  a  soft  glossy  slightly  depressed 
brown  cicatrix.  The  parts  which  are  unaffected  with  keloid 
— mostly  the  lower  parts  of  the  trunk — are  thickly  covered 
with  the  pits  of  smallpox  vesicles,  which  give  to  the  skin  a 
soft  leathery  appearance  and  texture.  There  is  no  evidence 
of  any  keloid  change  in  these  parts,  although  they  are  dis- 
tinctly raised. 

There  is  no  history  of  tumours  in  the  family  so  far  as  the 
patient  himself  and  his  father  can  tell. 

The  case  was  brought  before  the  Society  for  these 
reasons : — 

1.  Because  it  seems  to  me  to  be  a  very  unusual  extent 
of  development  of  keloid. 

2.  I  wished  to  hear  from  the  members  of  the  Society 
whether  they  think  I  am  justified  in  holding  out,  as  I  am 
doing,  a  hope  to  the  patient  that  the  keloid  will  ultimately 
all  disappear. 

3.  That  the  patient  may  be  again  exhibited  in  some 
months'  time,  to  illustrate  the  progress  of  the  spontaneous 
involution  which  the  disease  is  making. 

Note. — Since  the  exhibition  of  the  case  my  friend  Mr. 
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Bingham,  a  former  pupil  at  Gruy's  Hospital,  has  told  me 
of  a  ca&e  of  keloid  occurring  in  smallpox  scars  which  he  has 
seen.  It  occurred  in  a  girl  of  about  seven  years  of  age,  in 
the  Hampstead  Smallpox  Hospital.  He  cannot,  unfortunately, 
give  me  further  notes  of  it.  I  may  also  say  that  I  have  seen 
more  than  once — although,  amongst  a  large  number  of  out- 
patient notes,  I  have  as  yet  been  unable  to  put  my  hand  upon 
the  facts — the  development  of  keloid  in  the  vaccination  scars 
of  infants  of  a  few  months  old.  One  case  particularly  comes 
to  my  mind,  in  which  four  or  five  good  pocks  all  developed  a 
mass  of  keloid.  I  have  also  quite  recently  seen  keloid  masses 
developed  in  two  pocks  of  a  secondary  vaccination  in  a 
youth  aged  nineteen. 

With  regard  to  the  patient  brought  before  the  Society  it 
should  be  stated  that  he  has  been  under  close  observation 
ever  since  ;  and  by  carefully  mapping  out  the  various  nodules 
as  they  existed  upon  his  arms  and  legs,  and  describing  them, 
I  have  satisfied  myself  that  they  are  slowly  changing. 

Thus  I  take  two  out  of  several  notes  : — 

Feb.  19,  1880.— The  left  %.— Most  of  the  indurations 
appear  to  be  flatter  than  they  were  ;  but  with  regard  to  I  (a 
patch  so  denominated  in  a  former  note)  the  indurations  then 
present  have  now  completely  disappeared.  The  others,  having 
still  indurated  centres,  I  cannot  speak  to  more  definitely. 

In  the  right  leg  no  certain  differences  are  to  be  detected, 
but  they  all  look  less  raised,  and  perhaps  E''  in  E'  (a  raised 
part  of  the  large  patch  E')  is  less  perceptible  than  it  was. 

April  3. — Left  leg. — My  general  impression  is  that  all 
the  indurations  are  flatter  than  they  were.  On  careful  com- 
parison with  former  note  : — 

In  B  the  slight  induration  is  now  only  doubtfully  appre- 
ciable. Its  site  is  still  evident  by  a  darker  staining  in  the 
centre  of  a  paler  cicatrix,  and  this  makes  me  think  that  an 
induration  can  be  felt,  but  it  is  doubtful. 

F  and  H  patches  are,  I  think,  flatter,  but  still  correspond 
with  the  former  description. 

G  patch  has  lost  the  induration,  or  very  nearly  so,  in  its 
inner  half. 

I  patches  are  now  hardly  appreciable  as  indurations ; 
indeed,  the  sound  skin  separating  the  islands  is  indurated  by 
comparison. 

The  lower  patch  of  two  on  the  inner  side  is  only  just 
appreciable,  and  the  upper  seems  to  me  flatter. 

Right  leg. — A  (large  patch)  looks  a  little  raised  still,  but 
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its  material  is  now  softer,  so  that  on  passing  the  finger  over 
it,  the  induration  is  at  best  but  doubtful.  It  is  more  evident 
when  it  is  pinched  up  and  the  skin  is  made  taut.  Small  A 
(an  induration  in  the  centre  of  A)  is  still  distinct,  but  there 
is  now  a  soft  depressed  scar  round  it. 

A'  has  a  little,  not  very  evident,  induration  in  part  of  it 
still.     Both  A  and  A'  are,  I  think,  less. 

B,  induration  just  appreciable  when  pinched  up — not 
otherwise. 

B'  and  C  remain,  and  still  correspond  with  description. 

General  Note. —  The  patches  are,  I  think,  altering  some- 
what in  shape  by  shrinking  and  by  a  variation  in  colour — as 
it  is  not  easy  to  recognise  and  identify  all  the  patches  from 
their  previous  description. 

Left  arm. —  I  think  it  must  be  said  that  there  is  no 
difference. 

Right  arm. — B''  is  now  a  perfectly  unindurated  pale  cica- 
trix.    The  remainder  are  in  statu  quo. 

The  masses  on  the  face  are  also  slowly  changing,  and,  as 
in  the  limbs,  the  lumps  are  developing  a  brown  pigmentation 
coincident  with  gradual  flattening. 

The  patient  had  an  attack  of  herpes  zoster  on  the  left 
side  of  the  trunk,  below  the  nipple,  on  February  11.  The 
scars  resulting  from  this  show  no  tendency  up  to  the  present 
date  (June)  to  develop  keloid. 


XIII. — Report  of  the  Committee  nominated  by  the  President 
of  the  Clinical  Society  '  to  report  on  Dr.  Goodhart's  case 
of  Keloid  Growth  following  Smallpox ;  also  to  inquire 
into  the  differences  that  are  supposed  to  exist  between  the 
various  forms  of  Keloid.,  with  special  reference  to  the 
Keloid  said  to  be  peculiar  to  Syphilis.' 

UPON  the  first  head  your  Committee  are  of  opinion  that 
the  case  exhibited  to  the  Society  is  correctly  designated 
as  keloid.  It  has  all  the  characteristic  features  of  keloid — 
the  rosy  glossy  surface  covered  with  small  congested  capil- 
laries; the  firm  texture  rising  abruptly  and  considerably 
above  the  surrounding  skin  and  the  spur-like  ridges  from 
its  margins.  The  wide  distribution  of  the  disease,  and  the 
exuberance  of  its  growth  upon  the  face  and  the  extremities. 
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co;ispire  to  make  the  case  one  of  much  rarity.  But  the 
main  point  with  reference  to  it  is  the  question  whether  or 
not  the  tumours  are  undergoing  a  process  of  spontaneous 
involution.  Your  Committee,  feeling  that  the  disappearance 
of  keloid  tumours  is  of  considerable  importance,  not  only  in 
relation  to  the  life  history  of  such  growths,  but  also  to  that  of 
other  tumours,  and  that  the  phenomenon  requires  further 
well-authenticated  facts  and  observations  to  support  it,  has 
given  its  careful  attention  to  the  case.  The  patient  has  been 
submitted  to  two  examinations  by  all  the  members  of  your 
Committee,  with  an  interval  of  about  five  months  between 
the  two ;  and  in  the  meantime  the  lad  has  been  closely  watched 
by  Dr.  Goodhart,  the  reporter  of  the  case,  and  all  the  chief 
seats  of  the  disease  have  been  mapped  out  and  their  condi- 
tion described  from  time  to  time.  As  the  result  of  these 
varied  observations  we  are  unanimously  of  opinion  that  the 
keloid  growths  are  all  slowly  changing;  some,  the  larger 
ones  on  the  face  and  extremities,  are  flattening  down,  and, 
therefore,  are  less  prominent  than  they  were  ;  some  have 
altogether  gone.  And  there  is,  we  think,  no  room  for  doubt 
that  the  patient  and  his  father  are  right  when  they  assert  that 
many  of  the  scars  now  present  were  raised  and  indurated  at 
a  former  period.  The  scars  thus  indicated  by  them  are 
similar  to  others  in  which  we  have  ourselves  observed  the 
masses  to  have  disappeared ;  and  these  scars  present  some 
what  unusual  appearances,  being  for  the  most  part  sharply 
defined,  livid  in  colour,  or  brownish — all  depressed  and  un- 
usually soft  and  glossy. 

In  passing  to  the  second  part  of  the  duty  imposed  upon 
us — viz.,  to  inquire  into  the  differences  that  are  supposed  to 
exist  between  the  various  forms  of  keloid  with  especial 
reference  to  the  keloid  said  to  be  peculiar  to  syphilis — your 
Committee  drew  up  a  series  of  questions  for  the  guidance  of 
its  members,  which  embrace  all  the  points  which  were  in 
dispute  when  the  subject  was  under  discussion,  and  some 
others  which,  though  not  under  discussion,  did  not  seem  to 
be  definitely  settlea.     They  are  as  follows : — 

1.  Does  keloid  ever  occur  except  in  scars? 

2.  Are  there  any  differences  between  keloid  commencing 
spontaneously  and  the  keloid  of  scars  ? 

3.  When  keloid  occurs  in  syphilitic  scars  does  it  present 
any  special  characteristics  ? 

4.  Is  there  any  evidence  forthcoming  as  to  the  duration 
of  keloid,  and  as  to  its  disappearance  ? 


56       Report  on  Dr.  Goodhart's  Case  of  Keloid  Growth, 

5.  Is  keloid  associated  with  pain  or  any  other  charac- 
teristic sensation  ? 

6.  When  keloid  is  multiple  do  all  the  patches  a.ppear 
simultaneously  or  in  crops  ? 

7.  In  patients  the  subjects  of  keloid  can  any  evidence  of 
personal  or  family  tendency  to  morbid  growth  be  obtained  ? 

8.  The  ages  of  patients  affected  with  keloid  ? 

The  answers  to  these  questions  have  been  framed  in  part 
upon  the  experience  of  some  of  the  best  known  writers  upon 
the  subject,  and  in  part — though  by  no  means  so  fully  as 
might  be  wished — upon  the  hitherto  unrecorded  experience 
of  some  of  those  whose  practice  has  afforded  exceptional 
advantages  for  the  observation  of  keloid.  We  venture  to 
think  that,  so  far  as  such  questions  are  capable  of  receiving 
definite  answers,  material  for  their  solution  is  ready  to  hand. 

But,  to  take  the  questions  seriatim: — i 

1.  Does  keloid  occur  except  in  scars? 

The  facts  which  seem  to  favour  the  spontaneous  origin  of 
keloid  are  these : — 

a.  Some  cases  of  keloid  are  said  to  have  been  congenital. 
Mr.  Bryant  gives  us  notes  of  the  following  case  : — '  A  boy 
aged  10  had  a  keloid  tumour  the  size  of  a  nut  in  the  centre 
of  the  forehead.  It  had  existed  at  birth.  It  was  then  small, 
and  had  grown  steadily  since.  It  was  excised,  and  the  boy 
was  afterwards  lost  sight  of.' 

The  same  gentleman  also  supplies  us  with  notes  of  a  case 
in  which  the  disease  appeared  within  the  first  year  of  life,  and 
in  which  there  was  no  history  of  any  burn,  abscess,  or  scar 
of  any  kind.  The  keloid  grew  over  the  upper  part  of  the 
sternum,  and  it  had  existed  more  than  a  year  and  a  half. 

There  is  also  a  model  in  Guy's  Hospital  Museum  (469)"^  of 
the  face  of  an  infant  affected  with  a  disease  the  nature  of 
which  though  undoubtedly  open  to  some  question,  is  more 
like  keloid  than  anything  else.  The  child  was  twelve  months 
old,  and  the  affection  of  the  face  existed  at  birth. 

But  a  somewhat  similar  affection  began  in  other  parts  of 
the  body  afterwards  (models  467,  468),  upon  which  blisters 
formed  and  sores,  which  were  long  in  healing ;  so  that  Dr. 
Hilton  Fagge  is  disposed  to  think  '  that  the  affection  should 
be  regarded  simply  as  the  result  of  common  inflammation 
of  the  skin  and  subcutaneous  tissue,  leading  to  bullae  and 
ulceration;  and  that  the  tumours  on  the  face  were  due  to 

*  Catalogue  of  the  Musemn  of  Guy's  Hospital  (skin  models). 
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the  formation  of  keloid  growth  (false  keloid  of  Alibert)  in  the 
cicatrices  left  by  some  of  the  patches  which  had  existed  in 
intra-uterine  life.' 

/3.  Langhans  *  and  Warren,  Jun.,  f  have  each  examined 
and  recorded  the  microscopical  appearances  of  a  case  of 
spontaneous  keloid.  The  tumour  in  Warren's  case  was 
removed  by  Kaposi  from  a  patient  of  Hebra's  clinique,  and 
therefore  came  into  the  hands  of  observers  well  alive  to  the 
point  in  question,  and  well  calculated  by  experience  tx3  pro- 
nounce an  opinion.  According  to  these  authors  there  is  no 
essential  dift'erence  in  the  keloid  tumour  itself;  but  while  in 
the  cicatricial  keloid  X  the  normal  skin  is  replaced  altogether 
by  the  new  growth,  in  the  spontaneous  keloid  the  keloid  is 
situated  in  the  tissue  of  the  corium  in  such  a  way  that  a  dis- 
tinct layer  of  normal  corium  tissue  can  be  made  out  super- 
ficial to  and  beneath  the  growth.  Upon  this  ground  chiefly 
Kaposi  concludes  that  keloid  may  occur  in  a  characteristic 
form  (a)  in  an  otherwise  unaltered  corium,  having  a  normal 
papillary  layer,  as  spontaneous  or  idiopathic  keloid;  or  (6)  it 
may  be  developed  beneath  and  round  about  a  scar  as  cicatri- 
cial or  consecutive  keloid. § 

7.  As  an  argument  that  must  count  for  something  it 
must  be  mentioned  that,  from  Alibert  downwards,  observers 
too  numerous  to  mention  have  come  to  the  conclusion  that 
there  are  two  kinds  of  keloid,  one  spontaneous  and  the  other 
cicatricial ;  and,  as  in  some  way  supporting  this  contention, 
there  are  many  recorded  cases  where  the  exciting  cause  has 
apparently  been  of  a  trivial  nature,  such,  for  instance,  as  the 
application  of  a  blister. 

8.  The  tendency  which  is  said  to  exist  for  keloid  to 
grow  in  particular  races — more  particularly  in  coloured  races 
(Duhring) — also  points  to  a  spontaneous  origin.  Its  occurrence 
in  many  parts  of  the  body  at  once  tells  similarly,  and  the 
occasional  occurrence  of  the  disease  in  more  than  one  member 
of  the  same  family,  as  mentioned  by  Wilson,  Hebra,  and 
Bryant. 

These  facts  at  first  sight  constitute  a  strong  body  of  evi- 
dence in  favour  of  the  existence  of  a  spontaneous  keloid ; 
but  if  we  come  to  analyze  them  we  shall  find  that  of  two 

*  Virchow's  Archives,  Band  viii.  p.  535. 
t  Sitzungsbericht  der  k.  Akademie  der  Wissensch.,  1868. 

\  Duhring  agrees  -with  this.  He  says  cicatricial  keloid  is  microscopically 
identical  with  spontaneous  keloid. 

§  Hebra,  On  Dkcases  of  the  Skin,  vol.  iii.  p.  288.     New  Syd.  Soc. 
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groups  into  which  they  resolve  themselves  the  one,  though 
trustworthy  as  evidence,  so  far  as  it  goes,  is  so  feebly  repre- 
sented that  it  cannot  be  relied  upon  ;  and  the  other  admits 
of  very  strong  counter-arguments.  Upon  the  first  head  we 
would  say  that  if  a  congenital  origin  could  be  proved  in  any 
large  number  of  cases,  or  if  the  disease  frequently  appeared 
in  several  members  of  one  family,  then  the  probability  of  a 
spontaneous  origin  would  be  put  upon  a  strong  basis.  Bat 
it  is  not  so.  There  is  only  one  recorded  case  of  congenital 
keloid  tumour,  of  which  we  have  cognisance,  which  does  not 
raise  some  doubts ;  and  it  is,  therefore,  but  prudent  to  accept 
this  one  case  with  caution ;  more  especially  as  Fagge's  sug- 
gestion with  regard  to  another  congenital  case  opens  up  a 
somewhat  wide  field  for  the  possible  production  of  cicatricial 
keloid  even  in  utero. 

A  family  tendency  to  keloid  would,  perhaps,  be  stronger 
evidence,  but  even  this  would  not  exclude  the  frequent  or 
constant  occurrence  of  a  local  injury  as  an  immediately  ex- 
citing cause. 

We  come  next  to  the  cases  of  Langhans  and  Warren, 
cases  of  spontaneous  keloid  in  which  the  tumour  was  situated 
in  the  tissue  of  the  corium  in  such  a  way  that  a  distinct 
layer  of  normal  corium  tissue  was  made  out  superficial  to 
and  beneath  the  growth.  It  would  seem  that  under  such 
circumstances  there  could  be  no  scar  in  the  usual  acceptation 
of  that  term,  since  the  papillary  layer  of  the  skin  was  normal. 
And  yet,  on  the  other  hand,  before  accepting  these  as  cases 
of  true  spontaneous  keloid,  it  must  be  well  considered  that 
keloid  undoubtedly  occurs  in  scars  so  minute  as  to  make  the 
question  one  of  extreme  difficulty.  Keloid  is  known  to  occur 
after  leech-bites,  the  cicatrices  of  zoster,  in  many  negroes 
after  punctures,  scratches,  or  cuts — even  after  contusions  and 
stripes  with  the  lash.  In  all  or  any  of  these  it  must  be 
very  difficult,  one  would  think  next  to  impossible,  to  deter- 
mine with  certainty  whether  a  scar  had  or  had  not  preceded 
the  disease.  It  is,  however,  open  to  doubt  whether  the  injury 
to  the  skin  has  in  all  cases  been  so  slight  as  was  imagined. 

Moreover,  to  say  that  in  spontaneous  keloid  the  skin  over 
the  disease  is  unaffected,  is,  in  many,  indeed  in  the  great 
majority  of  cases  of  so-called  spontaneous  keloid,  obviously 
inconsistent  with  the  fact.  There  can  be  no  doubt  whatever 
that  the  appearances  of  the  large  majority  of  cases  of  spon- 
taneous keloid — if  there  be  such  a  disease — are  identical 
with  those  of  the  greater  number  of  cases  of  cicatricial  keloid  ; 
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and  that  in  botli  the  skin  is  entirely  replaced  by  the  new 
growth. 

It  is,  further,  not  nniinportant  to  note  that  in  any  case 
there  is  the  same  tendency  to  recurrence  after  removal. 

From  a  consideration  of  all  these  facts  your  Committee  are 
of  opinion  that  there  is  plain  evidence  that  the  great  majority 
of  cases  of  keloid  met  with  clinically  originate  in  scars. 
Those  cases  recorded  as  spontaneous  cannot  be  disproved, 
but  it  is  possible  that  some  of  them,  like  other  recorded  cases, 
may  have  originated  in  minute  scars,  and  they  would,  there- 
fore, propose  to  consider  it  as  a  disease  of  scar  tissue,  and  to 
discard  altogether  such  terms  as  'true'  and  'false'  keloid. 
They  are,  however,  of  opinion  that  it  is  possible  that  there 
are  growths  which  may  morphologically  be  allied  to  keloid, 
and  which  are  more  deeply  placed. 

Question  2 — are  there  any  differences  between  keloid 
commencing  spontaneously  and  that  of  scars  ? — has  been 
necessarily  dealt  with  under  question  1.  It  may  be  of  in- 
terest, however,  to  note  in  the  history  of  the  subject  that  by 
those  who  believe  in  the  mere  identity  of  the  two  forms  true 
keloid  has  been  thought  to  be  more  painful  than  the  cicatri- 
cial— to  be  more  frequent  in  women  than  in  men — and  to 
be  more  generally  situated  upon  the  sternum  and  shoulders. 

3.  When  keloid  occurs  in  syphilitic  scars  does  it  present  any 
special  characteristics? — UiDon  this  point  very  little  evidence  is 
accessible  to  us.  Wilks,  Westphal,  and  Bennett  have  recorded 
cases  of  syphilitic  keloid;  but  it  would  appear — in  Dr.Wilks's 
case  certainly — that  the  disease  presented  quite  the  ordinary 
features  of  keloid.  Dr.  Fagge  mentions  a  similar  case;  and  in 
the  '  St.  Bartholomew's  Hospital  Reports,'  vol.  ix.,  1873,  p.  117, 
is  a  case  of  cicatrix  keloid  following  dermato-syphilis.  The 
patches  were  pink,  and  raised  nearly  a  quarter  of  an  inch 
from  the  surrounding  surface — a  case,  in  fact,  of  ordinary  ke- 
loid. Mr.  Hutchinson  says :  '  Keloid  is  very  common  in 
syphilitic  scars — those  of  rupia,  for  example.  I  think  it  rarely 
develops  to  the  same  perfection,  as  regards  thickness,  hard- 
ness, and  well-circumscribed  margins,  as  is  observed  in 
other  forms,  and  it  occasionally  ulcerates  afresh.  I  do  not 
think  I  ever  saw  keloid  in  a  syphilitic  scar  encroach  upon 
the  healthy  skin.  Nor  does  it  present  the  dense  spur-like 
projections  which  are  seen  in  the  best  marked  examples  of 
the  malady.* 

Mr.  Bryant  states  that  keloid  growths  in  syphilitic  scars 
are  darker  in  tint  than  others.     Dr.  Liveing  has  seen  dis- 
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tinct  spurs  in  one  case  of  keloid  in  sypliilitic  scars.  But  be 
agrees  with  Mr.  Hutcliinson  in  thinking  that  in  general 
the  disease  is  less  well  pronounced  when  it  occurs  in  the 
syphilitic. 

4.  Is  there  any  evidence  as  to  the  duration  of  keloid  ? — 
All  writers  seem  to  concur  in  the  existence  of  keloid^ 
either  without  alteration  or  with  slow  increase,  during  a 
series  of  years.  Kaposi  states  that,  as  a  rule,  it  remains  un- 
altered for  the  remainder  of  the  patient's  life  when  it  has 
once  attained  a  certain  degree  of  development.  Duhring 
states  that  involution  is  rare.  On  the  other  hand,  Alibert 
in  his  original  treatise  mentions  the  occasional  spontaneous 
disappearance  of  the  keloid.  Hebra  also  mentions  a  case; 
and  Fagge  states  that  when  left  alone  keloid  tumours  not 
un frequently  slowly  disappear.  The  case  which  gave  origin 
to  this  investigation  is  a  remarkable  instance  of  this.  There 
are  also  cases  on  record  where  the  duration  of  the  disease  is 
known.  Dr.  Dyce  Duckworth  has  recorded  one  in  vol.  iii.  of 
our  '  Transactions,'  1870,*  where  the  disease  had  lasted  thirty- 
six  years.  Wilson  has  seen  a  case  lasting  twenty  years.  Dr. 
Duckworth  has  another  case  in  which  the  disease  occurred  in 
the  site  of  a  blister  applied  for  pericarditis  in  a  man  aged 
about  40.  Its  growth  began  in  the  course  of  nine  months, 
and  now,  nine  years  later,  it  is  slowly  disappearing.  There  is 
also  a  case  of  the  late  Mr.  Callender's  where  the  disease 
began  in  a  sailor  about  36  years  of  age,  and  grew  for  ten 
years,  when  the  patient  was  lost  sight  of.f 

Mr.  Simon,  in  some  remarks  on  cancer  at  the  Pathological 
Society,  mentioned  a  case  of  a  lady  ('Trans.  Path.  Soc.,'  vol. 
XXV.  p.  306).  'I  remember,'  he  says,  'to  have  removed,  a 
great  many  years  ago,  from  the  top  of  a  lady's  chest  a  little 
fibroid  tumour.  She  had  had  the  disease  removed  before, 
but  it  had  come  back  again ;  and  now  in  removing  it  I  went 
widely  into  the  surrounding  parts  and  brought  the  edges  to  - 
gether  with  three  harelip  pins.  A  few  weeks  afterwards  I 
found  that  the  tumour  was  growing  again,  and  that  in  addition 
each  of  the  six  pinholes  was  giving  rise  to  a  little  fibroid 
growth  of  its  own.  Eventually  the  growths  all  shrank  under 
the  use  of  ice,  and  the  lady  (now  approaching  midlife)  has 
had  no  subsequent  inconvenience.'  It  cannot  be  doubted 
that  keloid,  though  not  named,  is  here  described. 

*  P,  118.     This  patient  died  three  or  four  years  subsequently,  and  thus  the 
affection  may  be  s-iid  to  have  histed  for  forty  years, 
t  'St.  Earth.  Hosp.  Koports,'  vol.  viii.  1872,  p.  45. 
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Mr.  Golding-Bird  has  watclied  a  case  from  its  outset  to  its 
disappearance.  The  keloid  succeeded  a  boil,  and,  continuing 
to  grow  for  a  year,  was  raised  as  much  as  a  third  of  an  inch 
from  the  shoulder,  and  was  as  large  as  a  split  hazel-nut ; 
while  at  the  present  time  (three  years  after)  the  skin  presents 
only  a  white  scar. 

Mr.  Arthur  Barker  thus  records  for  us  the  occurrence  of 
keloid  in  his  own  person : — '  Early  in  1871,  while  working 
amongst  the  wounded  of  the  war  in  Germany,  I  cut  out  of  my 
left  arm,  a  few  inches  above  the  elbow,  two  small  portions  of 
skin  about  the  size  of  half  a  full-grown  pea,  involving  the 
whole  depth  of  the  cutis  vera.  The  wounds  bled  freely,  and 
were  dressed  simply  with  dry  lint,  healing  slowly.  The 
general  sanitary  conditions  were  not  of  the  best — an  out- 
break of  hospital  gangrene  was  just  subsiding.  The  scars 
always  tingled  or  itched  slightly,  and  began  to  enlarge  within 
a  year  or  so.  They  became  raised  and  hardened  and  of  a 
deep  pink  colour.  The  surface  of  the  skin  around  was  white 
and  slightly  wrinkled.  The  volume  of  the  scars  reached  to 
about  that  of  a  couple  of  small  beans,  i.e.  a  great  deal  larger 
than  the  portions  removed.  They  were  largest  about  two 
years  ago  {i.e.  six  or  seven  years  after  their  first  appearance), 
and  since  then  they  have  slowly  dwindled  down.  They  are 
still,  however,  raised  above  the  surface,  hard,  and  of  a  pur- 
plish colour,  and  have  a  peculiar  itching  sensation  in  them  at 
times.  The  latter  was,  I  think,  first  noticed  in  the  summer 
of  1871.  Some  other  small  pieces  of  skin  were  removed 
from  the  forearm  of  the  same  side  a  few  weeks  later  than  the 
first,  but  not  the  whole  depth  of  the  cutis,  as  before.  The 
scars  from  these  have  shown  no  trace  of  secondary  change.' 

Mr.  Hutchinson  summarises  his  experience  thus  :  '  The 
duration  of  keloid  depends  greatly  upon  the  age  of  the 
patient.  In  young  patients  it  usually  disappears  quickly — 
sometimes  within  a  year  or  two  of  its  appearance ;  in  middle- 
aged  and  elderly  people  it  disappears  much  more  slowly,  or 
not  at  all.  The  harder  the  growth  the  less  is  the  tendency 
for  it  to  disappear  ;  and  this  characteristic  is  seldom  met  with 
in  young  subjects  or  in  syphilitic  scars.  All  keloid  tends  to 
disappear,  and  perhaps  the  many  seeming  exceptions  to  this 
are  persons  who  have  died  before  the  process  is  complete.' 

Lastly,  a  case  has  been  observed  by  Erasmus  Wilson  in 
which  the  keloid  tumour  varied  in  size  according  to  the  health 
of  the  patient.  The  tumour  had  grown  gradually  for  two 
years,  was  stationary  for  the  next  five,  and  then  slowly  dimi- 
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nished  for  fifteen  months.  It  was  in  this  last  stage  that  the 
variation  in  size  was  noticed  to  occur.  In  fact,  the  cases  of 
spontaneous  disappearance  of  keloid  known  to  the  Committee 
seem  to  them  to  justify  the  opinion  that  spontaneous  involu- 
tion is  much  more  common  than  the  published  records  of 
such  cases  would  lead  one  to  believe.  But  the  time  occupied 
in  its  involution  would  seem  to  be  very  variable  for  individual 
cases. 

5.  Is  keloid  associated  with  pain  or  any  other  character- 
istic sensation? — Keloid  tumours  are  usually  associated  with 
itching,  pricking,  or  stinging.  But  these  sensations  are  by  no 
means  a  constant  feature.  Occasionally  only  are  they  painful. 
Those  giving  rise  to  most  pain  have  more  frequently  been 
observed  to  be  situated  over  the  sternum  than  elsewhere. 

6.  When  keloid  is  multiple  do  all  the  patches  appear 
simultaneously  or  in  crops? — The  Committee  are  in  posses- 
sion of  notes  of  a  few  cases  in  which  the  eruption  appeared 
all  at  once,  and,  except  in  cases  in  which  the  scars  form  at 
different  dates,  they  know  of  no  facts  to  the  contrary.  Mr. 
Hutchinson  has  met  with  one  case  in  which  the  scar  of  a  burn 
took  on  a  keloid  growth,  and  some  other  scars  which  had 
been  left  by  cupping  long  previously  passed  afterwards  into 
the  same  condition. 

7.  In  the  subjects  of  keloid  can  any  other  evidence  of  per- 
sonal or  family  tendency  to  morbid  growth  be  obtained  ? — 
There  is  no  available  evidence  upon  this  point  to  enable 
your  Committee  to  form  any  opinion.  But  it  is  worthy  of 
note  that  in  the  case  recorded  by  Hebra  of  the  spontaneous 
disappearance  of  keloid  tumours  *  he  also  saw  several  patches 
of  keloid  on  one  of  the  sisters  of  the  patient.  Hebra,  who 
convinced  himself  in  the  course  of  an  observation  extending 
over  several  months  of  the  involution  of  the  tumours,  learnt 
at  the  same  time  that  a  third  sister  and  the  mother  had  also 
suffered  from  similar  tumours,  but  that  in  the  case  of  the 
two  latter  these  had  already  entirely  disappeared. 

Mr.  Bryant  has  given  us  notes  of  two  other  cases  in 
which  keloid  occurred,  after  the  removal  of  a  nsevus  in  each  case 
— the  two  children  being  cousins.  In  the  one  case — a  child 
of  six  months  old — the  disease  was  situated  on  the  shoulder ; 
in  the  other  upon  the  forehead. 

8.  The  ages  of  patients  affected  with  keloid. — Opinions 
appear  to  vary  somewhat  upon  this  point ;  but  all  seem  to 
agree  that  keloid  is  comparatively  rare  in  old  age.     Kaposi 

*  Ilebra,  On  Diseases  of  the  Skin,  vol.  iii.  p.  278.     New  83-d.  Soc. 
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states  that  it  is  very  rare  in  young  persons,  occui-ring  mostly 
at  the  middle  period  of  life,  commencing  at  puberty.  The 
ages  of  patients  now  before  us,  however,  do  not  substantiate 
this. 

Thus  one  case  is  called  congenital ;  in  one  the  disease  was 
noticed  at  six  months,  in  two  others  at  one  year,  in  another  in 
a  child  of  6,  in  another  in  a  boy  of  10.  Other  ages  given 
are  16,  18,  24,  26,  33,  and  40  years. 

Keloid,  therefore,  may  occur  at  any  age,  from  the  earliest 
infancy  and  all  through  adult  life,  but  it  is  rare  in  old 
people. 

(Signed)         Pyce  Duckworth. 
Robert  Liveing. 
H.  Radcliffe  Crocker. 
Jonathan  Hutchinson  {Chairman). 
James  F.  Goodhart  (Secretary). 


XIV. — A  Calotte  after  Use  in  the  Treatment  of  Ringworm.. 
Exhibited  by  Balmanno  Squire,  M.B.  Read  Novem- 
ber 14, 1879. 

THE  calotte  (a  piece  of  pitch-plaister  spread  on  calico)  pre- 
sented, in  the  condition  exhibited,  the  appearance  of 
a  miniature  hairbrush,  but  all  the  hairs  on  it  had  the 
frosted  dead- white  appearance  peculiar  to  the  hairs  of  a  pro- 
nounced case  of  ringworm.  All  of  these  hairs  were  quite 
short,  so  that  the  calotte  presented  an  appearance  which 
might  be  compared  to  that  of  the  chin  of  an  old  negro  who 
had  not  shaved  for  several  days. 

The  plan  of  treating  ringworm  in  the  present  day  in  Eng- 
land, France,  and  America  was  that  of  epilation  by  means 
of  forceps,  aided,  of  course,  by  applications  destined  to  de- 
stroy the  parasite. 

During  a  visit  this  summer  to  Milan,  Mr.  Squire  noticed 
in  the  vast  hospital  of  that  city  (a  hospital  containing  as 
many  as  two  thousand  beds)  that  there  was  a  ward  set  aside 
for  the  treatment  of  ringworm.  The  physician  in  charge  of 
this  ward  obligingly  explained  the  mode  of  treatment  adopted 
there.  The  calotte,  which  in  other  countries  has  become  a 
somewhat  obsolete  contrivance,  remains  still  in  vogue  in 
Italy.  It  is  applied  twice  a  week,  and  each  time  that  it  is 
pulled  off,  the  head  is  painted  with  tincture  of  iodine,  and  a 
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fresh,  calotte  is  at  once  applied.  Mr.  Squire,  who  had  never 
seen  a  calotte  used  before,  was  much  struck  with  its  extra- 
ordinary capacity  for  achieving  the  wholesale  eradication  of 
diseased  hairs.  It  appeared  to  him  to  effect  a  great  saving 
of  labour  as  compared  with  epilation  performed  with  forceps, 
and  he  was  surprised  at  the  almost  complete  painlessness  of 
the  operation  of  pulling  it  off,  even  in  the  case  of  very  young 
children.  The  exact  degree  of  tenacity  of  the  plaister  is  an 
important  point,  and  must  be  different  in  summer  to  what  it 
is  in  winter,  and  the  plaister  must  be  spread  sufficiently 
thick.  Mr.  Squire  had  tried  the  plaister  at  the  British  Hos- 
pital for  Diseases  of  the  Skin,  and  had  found  it  an  efficient 
epilator  in  cases  of  true  ringworm. 


XV. — Case  of  Traumatic  Aneurism  of  the  Scalp.     By  W. 
J.  Tyson,  M.B.     Read  November  28,  1878. 

WM.,  set.  56,  hotel  proprietor.  In  September  1875,  whilst 
,  out  shooting,  a  stray  shot  struck  him  on  the  back  of 
the  head,  causing  at  the  time  considerable  hsemorrhage,  the 
blood  spurting  out  three  or  four  yards  when  the  pressure  of 
the  fingers  was  removed.  The  bleeding  was  arrested  by  cold 
water  and  the  application  of  a  handkerchief  round  the  head. 
The  next  morning,  some  rag,  strapping,  and  a  bandage  were 
put  on.  All  this  time  he  saw  no  medical  man.  A  week 
after  the  accident  he  consulted  my  father ;  the  skin  wound 
was  healed,  no  more  hsemorrhage  had  occurred,  and  nothing 
abnormal  about  the  parts  was  noticed.  Five  weeks  later  he 
came  to  me  complaining  of  a  peculiar  sensation  at  the  back 
of  the  head,  and  he  said  that  he  felt  sure  the  shot  was  still 
there ;  but  I  failed  to  feel  anything  like  one. 

He  was  not  seen  again  until  January  1877,  sixteen  months 
after  the  injury;  there  was  now  a  firm  hemispherical  swell- 
ing, situated  midway  between  the  right  mastoid  process  and 
the  occipital  protuberance,  of  the  size  of  a  common  walnut. 
No  bruit  or  pulsation  could  be  made  out.  The  tumour  was 
punctured,  and  only  a  drop  or  two  of  blood  escaped. 

Removal  of  the  lump  was  recommended. 

On  June  28  he  came  to  me  again  ;  he  now  wished  to  have 
the  tumour  removed ;  for  the  last  six  months  it  had  increased 
to  the  size  of  a  small  orange,  and  was  giving  rise  to  some 
pain. 
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On  June  30,  twenty-two  montlis  having  elapsed  since  the 
accident,  he  was  operated  upon,  Dr.  Henry  Lewis  kindly 
assisting  me.  Just  before  the  operation  both  failed  to  detect 
any  pulsation  or  bruit. 

A  long  incision  was  made  horizontally  across  the  tumour 
through  the  skin,  and  whilst  proceeding  to  dissect  back  the 
flaps  the  tumour  was  accidentally  nicked ;  immediately  furious 
bleeding  came  on,  the  stream  of  blood  darting  out  for  several 
feet.  The  swelling  was  turned  out  as  quickly  as  possible, 
and  a  sponge  placed  in  the  wound. 

There  was  great  difficulty  in  stopping  the  bleeding,  for  the 
parts  were  very  vascular,  and  the  position  of  the  vessels  some- 
what inaccessible ;  and  the  size  of  the  tumour  had  necessi- 
tated making  a  large  wound.  We  secured  the  vessels  as  well 
as  we  could  with  ligatures,  and  firm  graduated  pressure  was 
applied. 

To  complicate  matters  the  patient  had  preferred  to  un- 
dergo the  operation  without  chloroform.  * 

The  next  day,  when  the  bandage  and  sponge  were  removed, 
some  smart  bleeding  came  on  from  a  vessel  divided  during 
the  operation;  this  was  secured  by  passing  under  it  a 
tenaculum  carrying  a  silken  suture. 

For  two  days  he  suffered  with  sickness,  which  prevented 
him  from  taking  much  nourishment ;  and  on  the  third  day  a 
mild  attack  of  delirium  tremens  came  on,  which  lasted  three 
days ;  after  this  he  made  gradual  but  progressive  improve- 
ment. 

The  wound  was  daily  washed  with  carbolic  acid  lotion, 
and  afterwards  dressed  with  carbolic  oil,  1  in  40 ;  this  latter 
was  continued  until  the  wound  had  quite  granulated  up. 

On  July  24  he  went  out  of  doors  for  the  first  time,  and  on 
August  18 — seven  weeks  after  the  operation — the  wound  had 
completely  healed. 

Remarks. — The  nature  of  the  case,  I  think,  is  plain  :  the 
artery,  either  the  occipital  or  a  branch  between  it  and  the  pos- 
terior auricular,  was  wounded,  but  not  divided  by  the  shot ; 
the  opening  in  the  vessel  never  closed,  but  the  skin- wound 
over  it  did  so  rapidly.  The  tumour  was  slowly  increased  in 
size  by  the  steady  deposition  of  fibrin. 

The  skin  over  the  tumour  was  not  thinned ;  it  is  difficult, 
therefore,  to  say  how  much  longer  the  aneurism  might  have 
existed  before  bursting. 

It  is  somewhat  remarkable  that  no  pulsation  should  have 
been  made  out. 

VOL.  XIII.  p 
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Several  cases  of  traumatic  aneurism  have  been  reported 
from  the  partial  division  of  an  artery,  and  one  in  a  similar 
position  to  mine  is  shortly  reported  in  the  '  British  Medical 
Journal'  of  September  28,  1879,  under  the  care  of  Mr.  Willett. 
It  was  proposed  in  this  case  to  cut  down  and  divide  the 
vessel  and  tie  both  ends,  but  the  treatment  of  the  case  has,  I 
believe,  not  yet  been  published. 

The  length  of  time—  viz.,  twenty -two  months — which  the 
aneurism  lasted  is,  I  believe,  almost  unique;  at  least  I 
have  not  been  able  to  find  one  in  surgical  literature  of  so  long 
a  date. 

This  case  illustrates  well  the  importance  of  dividing  or 
securing  a  partially  divided  artery  before  an  aneurism  has 
formed  of  such  a  formidable  and  certainly  dangerous  size  as 
it  did  in  my  case. 


XVI — Excision  of  both  Hip-joints  for  Symmetrical 
Disease — Femoral  Necrosis.  Antiseptic  operations. 
Successful  result.  By  J.  Croft.  Read  November  28, 
1879. 

ADA  G.,  set.  4,  was  admitted,  under  my  care,  in  St. 
Thomas's  Hospital  on  January  3,  1879,  for  hi^J-joint 
disease  on  both  sides.  Two  years  previously  she  had  fallen 
down  stairs.  She  had  limped  during  the  last  eleven  months, 
and  complained  of  pain  in  both  hips  and  knees.  She  had 
been  under  treatment  at  St.  Thomas's  Hospital  as  an  out- 
patient for  three  months,  and  afterwards  at  the  Children's 
Hospital,  in  Waterloo  Bridge  Road.  She  had  suffered  more 
or  less  from  starting  pains  at  night  for  eight  months,  and  as 
much  in  one  leg  as  the  other.  On  admission  she  was  miser- 
ably thin  and  in  bad  health,  and  she  was  suffering  from 
ulcerations  of  the  cornea  (strumous  ophthalmia)  as  well  as 
from  the  hip  disease. 

There  was  well-marked  muscular  rigidity  at  each  joint. 
Attempts  at  movement  caused  pain.  The  thighs  were 
somewhat  flexed  on  the  pelvis  and  the  legs  on  the  thighs. 
The  feet  were  rather  inverted.  Spurious  lordosis  existed. 
There  was  no  external  swelling,  and  there  was  not  any 
shortening. 

She  was  allowed  a  good  diet,  with  wine,  and  was  care- 
fully nursed.     The  keratitis  was  treated  and  cured.     The 
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limbs  were  straiglitened  and  a  modified  double  Thomas's 
splint  adapted.  Extension  was  maintained  either  by  weights 
or  elastic  bands. 

During  the  month  following  her  health  steadily  improved, 
though  she  suffered  somewhat  at  night  and  cried  occasionally 
from  starting  pains. 

On  February  26,  or  between  seven  and  eight  weeks  after 
her  admission,  a  collection  of  fluid  was  discovered  between 
the  great  trochanter  and  the  anterior  superior  spine  of  the 
ilium. 

About  a  fortnight  later,  or  two  months  and  a  half  after 
her  admission,  an  attempt  was  made  to  evacuate  the  collec- 
tion or  abscess  by  the  aspirator.  A  small  quantity  of  thick 
puriform  fluid  was  drawn  off. 

Six  months  after  her  admission,  and  seventeen  months 
after  she  was  first  observed  to  limp  decidedly,  she  was  still 
suffering  from  muscular  rigidity  and  occasional  spasmodic 
pains  in  both  joints.  The  fluid  had  re-collected  on  the  left 
side.  I  therefore  determined  to  excise  the  joints,  and  to 
operate  on  the  left  side  first. 

On  May  17  the  left  joint  was  excised  antiseptically,  and, 
as  it  has  been  termed,  subperiosteally. 

On  June  7,  three  weeks  after  the  first  operation,  the 
right  hip-joint  was  excised  in  the  same  way. 

The  wound  on  the  left  side  healed  in  about  five  weeks' 
time,  and  the  right  side  rapidly  followed  the  example  of  the 
left. 

With  regard  to  the  parts  removed  at  the  operations  :  on 
each  side  the  femur  was  sawn  across  at  the  level  of  the  base 
of  the  great  trochanter. 

The  surface  of  the  acetabulum  was  freshened  by  means 
of  the  gouge.  The  remaining  cartilage  and  the  granulations 
were  cut  away  with  the  same  instrument.  The  synovial 
membrane  and  its  granulations  were  dissected  out,  and  the 
lining  mem.brane  of  the  abscess  on  the  left  side  was  removed. 
The  surfaces  remaining  after  these  procedures  were  carefully 
washed  out  with  carbolic  solution,  and  a  solution  of  chloride 
of  zinc  (40  grs.  to  1  oz.)  was  applied  to  them. 

A  double  modified  Thomas's  splint  was  employed  in  the 
after  treatment,  and  extension  kept  up  by  indiarubber  bands. 

Passive  movements  were  commenced  after  the  third  week. 

The  parts  excised  are  placed  before  you. 

The  parts  from  each  side  may  be  divided  into  four : — 
1.  The  epiphysis  or  capitellum;    2.  The  main  mass,  consist- 

F  2 
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ing  of  the  neck  and  top  of  the  femur ;  3.  Pieces  of  synovial 
membrane  and  bone  cut  out  from  the  acetabulum ;  4. 
Small  pieces  of  detached  dead  bone. 

The  epiphysis  was  found  separated  at  the  epiphysial  line 
from  the  neck  of  the  bone.  On  the  left  side  its  upper  surface 
was  for  the  most  part  bare,  and  small  pieces  of  dead  bone 
were  adhering  to  it;  and  its  under  surface  was  irregular 
where  it  had  separated  from  the  epiphysial  cartilage.  The 
upper  end  of  the  neck  of  the  bone  was  bare ;  small  crumbs 
of  dead  bone  were  lying  upon  it  or  adhered  to  it.  Some  of 
these  pieces  have  become  detached,  unavoidably,  during  ma- 
nipulations. No  trace  of  epiphysial  cartilage  remained.  The 
bare  condition  of  the  neck  is  owing  to  the  fact  that  the 
operation  was  done  subperiosteally.  It  should  be  noticed  that 
none  of  the  trochanteric  epiphysis  remains  on  the  specimens. 
That  process  was  preserved  and  left  attached  to  the  gluteal 
muscles.  The  parts  from  the  right  side  exhibit  very  similar 
changes,  which  are  here  more  demonstrable.  The  separation 
between  the  epiphysis  and  the  neck  is  easily  seen,  though 
they  are  yet  loosely  connected.  Two  small  sequestra  may  be 
seen  deeply  imbedded  in  the  neck  of  the  bone,  and  a  piece  of 
dead  cartilage  is  seen  hanging  by  a  thread  of  tissue  to  the 
epiphysis.  The  synovial  membrane  was  swollen  and  the 
perisynovial  tissues  infiltrated,  but  their  condition  did  not 
appear  to  be  that  of  synovitis  hyperplastica  tuberculosa.  The 
state  of  the  parts  justifies  me  in  the  opinion  that  there  is 
symmetrical  separation  of  the  epiphysis  on  each  side,  and 
necrosis. 

My  objects  in  showing  this  case  are  as  follows: — 1.  To 
illustrate  the  value  of  operating  early  in  hip-joint  disease,  be- 
fore the  third  stage  has  advanced.  2.  The  value  of  operating 
antiseptically.  3.  The  value  of  removing  the  parts  freel}''. 
4.  The  value  of  leaving  the  great  trochanter  attached  to  the 
muscles  which  are  fixed  to  it.  5.  The  case  is  rare  and 
interesting  from  its  being  one  of  double  disease,  and  from 
the  disease  being  symmetrical. 

1.  With  regard  to  early  operation:  as  the  disease  had 
been  in  progress  for  eleven  months  or  more,  it  cannot  be 
said  that  in  point  of  time  the  operation  was  performed  ve7'y 
early.  It  was  not  a  case  of  acute  necrosis  of  the  epiphysis. 
That  disease  is  attended  by  very  urgent  symptoms,  and 
should  be  treated  by  very  early  operation.  The  case  belongs 
to  the  chronic  form  of  arthritis.  I  consider  that  the  inflam- 
matory changes  began  in  the  bone,   and  that  the  osteitis 
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terminated  in  necrosis  and  caries.  This  osteitis  necrotica 
led  to  inflammation  of  the  joint  tissues.  The  osteitis  and 
arthritis  combined  to  disorganise  the  joint.  Had  the  case 
been  allowed  to  take  its  course  uninterrupted  by  operation, 
the  surgeon,  following  the  routine  treatment,  recommended 
for  the  second  and  third  stages  of  the  disease,  viz.,  rest, 
splints,  opening  abscesses  as  they  arise,  and  so  on,  the  child 
must  have  continued  to  be  the  victim  of  disease  and  suffer- 
ing for  many  months,  and  probably  for  several  years.  The 
joints  must  have  becoDie  stiff  and  immovable.  This  would 
have  been  a  favourable  course  under  the  circumstances.  She 
might  have  succumbed  to  tuberculosis  of  lungs  or  mem- 
branes of  brain,  or  to  amyloid  changes  in  the  abdominal 
viscera.  I  repeat  that  this  case  demonstrates  the  immense 
advantages  which  may  be  obtained  by  operating  in  good 
time. 

2.  Antiseptic  operation. — Without  antiseptic  precau- 
tions, the  excision  of  this  joint  is  followed  by  some  febrile 
disturbance  and  numerous  painful  dressings.  In  this  case 
we  were  successful  in  maintaining  the  antiseptic  system.  A 
reference  to  the  temperature  chart  shows  that  absolutely  no 
febrile  movement  ensued.  I  believe  the  child  was  in  the 
matter  of  temperament  an  uncommonly  favourable  subject. 
She  began  laughing  and  playing  soon  after  the  immediate 
effects  of  the  operations  had  subsided.  Where  there  is  reason 
to  fear  that  the  disease  for  which  the  operation  is  about  to 
be  undertaken  is  of  a  tubercular  character  it  is  of  conse- 
quence to  prevent  the  induction  of  high  temperature  ;  that 
is,  to  avoid  sharp  febrile  attacks.  High  temperatures  appear 
to  be  favourable  to  the  rapid  propagation  of  tubercular 
changes. 

3.  The  value  of  removing  the  diseased  parts  freely. — 
I  attribute  the  good  results  in  this  case  partly  to  having 
made  the  section  of  the  femur  on  each  side  through  un- 
diseased  bone,  and  to  having  dissected  out  or  destroyed  by 
chloride  of  zinc  the  remains  of  the  diseased  synovial  mem- 
brane. A  common  cause  of  failure  after  excision  of  articular 
ends  of  bones  is  that  of  not  cutting  away  all  morbid  bone  or 
synovial  membrane ;  in  other  words,  of  not  having  made  the 
section  through  uncontaminated  bone. 

4.  The  gluteal  muscles  are  not  severed  from  their 
connection  with  the  great  trochanter.  The  attachment  of 
the  gluteus  maximus  to  the  great  trochanter  was  split  longi- 
tudinally, and  the  process  of  bone  was  also  bisected,  but  the 
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trochanter  and  its  muscles  were  not  separated.  The  tro- 
chanter has  renewed  its  attachment  to  the  shaft  of  the 
femur.  To  this  I  attribute  the  fact  that  this  child  has  such 
remarkably  good  movements  at  the  joint.  She  can  abduct 
the  leg,  invert  the  foot,  and  flex  the  thigh  on  the  pelvis  to  a 
great  extent.  There  is  no  fear  of  bony  anchylosis  in  her 
case. 

5.  With  regard  to  the  propriety  of  excision  in  hip  dis- 
ease :  some  surgeons  still  see  many  objections  to  excision 
at  this  joint,  looking  upon  the  operation  as  almost  always 
fatal  and  hopeless.  I  do  not  agree  with  those  who  condemn 
the  operation.  I  have  now  performed  excision  of  this  joint 
forty-five  times. 

An  analysis  of  my  cases  encourages  me  to  continue  the 
practice,  and  to  practise  the  operation  early.  I  would  on 
this  occasion  direct  attention  to  one  result  of  an  analysis  of 
the  forty-four  cases.  It  is  one  which  bears  on  the  case  before 
us  this  evening,  and  it  is  this :  twenty-one  of  the  cases  were 
instances  of  necrosis  either  of  the  top  of  the  femur  or  of  the 
acetabulum. 

I  hold  that  if  a  surgeon  knows  that  there  is  a  piece  of 
dead  bone  shut  up  in  a  joint  he  should  perform  an  operation 
for  the  removal  of  that  piece  of  dead  bone. 

If  a  surgeon  knows  that  a  loose  cartilage  is  irritating  a 
joint  he  takes  steps  to  remove  that  body  in  the  safest  manner 
possible.  It  appears  to  me  that  there  are  more  cogent  reasons 
for  removing  dead  bone  from  a  joint.  I  would  condemn  in 
the  strongest  terms  the  practice  of  leaving  these  cases  of 
hip-joint  disease  unexplored  and  unheeded. 

6.  Are  there  any  signs  or  symptoms  which  may  be  taken  to 
indicate  certainly  the  presence  of  dead  bone  in  hip-joint  dis- 
ease ? — Excluding  acute  inflammationof  the  joint  which  pre- 
sents very  positive  symptoms  and  signs,  and  limiting  my 
remarks  to  chronic  cases,  I  would  say  that  those  cases  in 
which  the  symptoms  are  traced  to  an  injury,  and  in  which 
the  signs  and  symptoms  progress  slowly  and  without  hyper- 
plastic swellings,  are  probably  instances  of  necrosis.  A  case 
in  which  the  disease  has  advanced  slowly  in  that  way,  and  in 
which  a  collection  of  fluid  (or  abscess)  has  slowly  formed,  is 
most  probably  one  of  necrosis. 

7.  I  venture  to  submit  the  following  formulae  as  guides 
to  operating : — 

1.  When  there  is  fluid  in  the  joint  antiseptic  incision 
should  be  made,  as  if  the  surgeon  intended  to  excise,  and  he 
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should  only  desist  on  finding  tlie  articular  structures  in  a 
condition  from  wbicli  they  could  rapidly  recover  and  yield  a 
movable  joint. 

2.  When  pus  is  known  to  be  present,  even  if  the  surgeon 
is  uncertain  with  regard  to  the  state  of  the  bone,  he  should 
excise. 

3.  If  the  surgeon  is  certain  that  necrosis  has  occurred 
he  should  decidedly  excise. 


XVII. — Analysis  of  Forty-jive  Cases  of  Excision  of  Hip- 
joint.     By  John  Croft.     Read  December  12,  1879. 

IN  accordance  with  a  promise  which  I  made  at  the  last 
meeting  of  this  Society,  I  am  here  to  give  an  account  of 
the  forty-five  cases  of  excision  of  the  hip-joint,  to  which  I 
referred  on  that  occasion. 

I  must  ask  for  your  indulgence  in  at  least  two  respects : 
first,  I  ask  you  to  consider  the  short  time  that  I  have  had  in 
which  to  prepare  this  analysis ;  and,  secondly,  I  must  ask  you 
to  bear  with  me  whilst  I  take  up  rather  more  than  the  time 
usually  allotted  to  speakers  at  this  Society. 

The  subject  is  a  deeply  interesting  one,  and  many 
questions  in  surgery  and  surgical  treatment  arise  out  of  it. 
I  shall  be  as  brief  as  I  possibly  can.  I  intend  to  keep  before 
me  this  aim,  to  endeavour  to  show  that  excision  of  the  hip- 
joint  may  be  made  a  successful  operation,  and  that  greater 
success  attends  the  operation  when  it  is  performed  as  soon  as 
abscess  or  fluctuation  has  formed  than  when  it  is  practised 
after  abscess  has  opened. 

Before  commencing  to  read  the  analysis  of  the  cases  I 
must  first  beg  you  all  to  understand  fully  that  before  opera- 
tion was  resorted  to  in  any  case  every  known  reliable  treat- 
ment suitable  to  the  case  had  been  tried  to  arrest  the 
progress  of  the  disease. 

Ten  cases,  as  the  tables  show,  were  in  urgent  need  of 
speedy  relief — such  relief  as  could  not  be  effectually  given 
by  rest,  splints,  or  external  applications.  Thirty-five  were 
treated  in  the  Hospital  for  more  extended  periods,  varying 
from  one  month  to  a  year.  No  case  was  operated  on  until 
threatening  abscess  manifested  itself. 

And,  secondly,  I  must  beg  you  to  dismiss  from  your  minds 
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the  very  general  rough  statement  made  at  the  last  meeting 
of  the  results  of  the  forty-five  operations. 

Dismiss  any  false  impression  you  may  have  had  made  on 
your  minds  of  the  number  of  deaths  which  occurred  in  con- 
sequence of  the  operations. 

Up  to  the  present  time  I  have  operated  on  forty-four 
cases,  making  forty-five  excisions,  one  child  having  had  both 
joints  excised.  I  send  round  records  of  the  cases  arranged  in 
a  tabular  form. 

The  first  operation  was  performed  fourteen  years  ago, 
when  I  was  an  assistant  surgeon  at  St.  Thomas's  Hospital. 
The  last  operation  was  made  about  three  weeks  since. 

Eleven  cases  are  either  under  observation  or  under  treat- 
ment. One  child  is  dying  of  phthisis  and  scrofulous  glands 
in  the  neck,  but  her  Jdp  is  practically  cured,  and  she  is  able 
to  walk  about  upon  it.  Including  this  last  in  the  list  of 
cures,  the  total  number  of  cures  amounts  to  eighteen. 

Of  the  sixteen  remaining  to  be  accounted  for  I  will  here 
only  just  say  that  six  died  from  causes  referable  to  the 
operation,  one  from  diphtheria  of  the  air  passages,  and  nine 
from  causes  not  referable  to  the  operation,  causes  from  which 
the  children  would  otherwise  have  died.  I  shall  give  a  more 
detailed  account  of  these  when  I  have  spoken  of  the  more 
congenial  subject  of  the  cases  cured.  (I  send  round  table  of 
cures.)  Of  the  total  of  eighteen  cured  I  know  that  sixteen 
are  absolutely  cured,  and  are  living  and  sound  and  well  at 
the  present  time.  Two  are  potentially  cured,  viz.,  Ivory  and 
Alice  Hooper.  I  have  been  able  to  collect  twelve  and  you 
have  had  the  opportunity  of  examining  them  in  the  adjoin- 
ing rooms.  You  have  seen  for  yourselves  that  the  scars  are 
sound ;  that  eleven  of  those  present  enjoy  movement  at  the 
hips;  and  that  eight  have  free  movement.  I  think  I  may 
safely  assert  that  sixteen  of  the  cured  cases  have  movable 
joints,  without  boasting  of  the  nine  who  have  so  much  more 
motion  than  the  rest.  Seven  can  stand  on  the  leg  of  side 
operated  on  strongly  and  firmly. 

Harry  Euridge  and  Tommy  Jones  are  exceedingly  in- 
teresting specimens.  Both  of  them  had  enlarged  liver  and 
albuminuria  whilst  under  treatment  by  and  for  excision. 
Both  recovered  from  that  perilous  condition. 

Observe  that  each  stands  erect,  without  lordosis.  The  limb 
is  straight,  without  any  permanent  flexion  on  the  pelvis.  In 
almost  all  the  foot  is  directed  forwards,  or  only  a  little  everted, 
just  sufficient  to  increase  facility  in  walking. 
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Of  course  there  is  considerable  shortening  in  almost  all 
the  cases.  In  many  it  amounts  to  3^  inches.  With  regard 
to  this  condition  there  is  a  very  interesting  fact,  of  which  I 
can  only  speak  generally  just  now.  The  shortening  is  mainly 
due  to  the  new  joint  having  formed  above  the  level  of  the 
acetabulum.  The  femur  top  has  not  found  a  new  joint  in  the 
acetabulum,  but  has  been  drawn  upwards  past  the  acetabu- 
lum. The  state  of  things  in  Charley  Boswell,  first  exhibited 
to  this  Society  (No.  8)  in  May  1873,  illustrates  this  very 
well.  However,  in  Ferris,  Webb,  Gunter,  and  some  others, 
the  retraction  amounts  to  very  little  in  degree. 

On  measuring  the  femur  on  the  side  operated  upon,  and 
comparing  it  with  the  normal  femur,  it  may  be  demonstrated 
that  the  difference  between  the  lengths  is  decidedly  less  than 
the  distance  between  the  heel  and  the  floor,  this  distance 
being  the  measure  of  the  apparent  shortening.  The  cause  of 
the  comparatively  small  amount  of  real  shortening  of  the 
femur  had  better  be  reserved  for  consideration  at  a  later 
period. 

Of  the  eighteen  cases  of  cure  twelve  were  instances  of 
chronic  panarthritis,  commencing,  as  I  believe,  in  the  synovial 
membrane ;  and  six  were  instances  of  chronic  panarthritis, 
commencing,  as  I  believe,  in  osteitis  and  terminating  in  more 
or  less  necrosis.  The  table  going  round  gives  a  little  more 
information  on  that  head. 

Fifteen  of  the  operations  were  subperiosteal.  Five  were 
performed  by  what  I  have  called  a  Y-shaped  incision,  all  the 
rest  by  the  longitudinal  incision. 

Three  of  the  eighteen  cases  were  performed  antiseptically, 
and  two  partly  antiseptically.  In  six  abscess  had  been  in- 
cised and  sinus  persisted,  but  in  only  two  were  the  sinuses 
chronic. 

There  were  three  cases  of  perforation  of  acetabulum, 
viz..  No.  3,  Boswell ;  No.  10,  Goodman ;  No.  29,  Thomas  Jones. 

And  note,  in  reference  to  this  point,  that  amongst  the 
cases  recorded  in  the  list  of  dead,  sinuses  had  been  open  in 
eleven,  and  perforation  was  found  in  fi.ve,  as  against  six  and 
three. 

Thirteen  had  been  under  treatment  in  Hospital  for 
periods  varying  from  two  days  to  three  months,  four  from 
three  to  six  months,  and  one  for  eleven  months,  before  opera- 
tion was  resorted  to. 

I  might  add  more  details  of  these  cases  of  cure,  but  time 
will  not  admit  of  my  doing  so.     I  must  trust  now  to  your 
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obtaining  more  information  from  the  tables,  by  jour  own 
examination  of  the  patients,  and  by  discussion  later  on. 

On  passing  from  this  part  of  my  subject  (cures)  allow  me 
to  say  that  one  boy  (Albert  Curry)  has  been  brought  up  from 
Portsmouth  for  this  particular  occasion  ;  little  Lizzie  Hearn 
from  High  Wycombe,  Bucks ;  and  Webb  from  Beckenham. 

T.  Campbell,  one  of  the  absent,  lives  near  Colchester,  and 
could  not  be  caught  and  brought  up.  Another  is  a  cripple 
from  having  had  double  hip-joint  disease,  and  cannot  con- 
veniently attend. 

Deaths,  total,  sixteen  out  of  forty-five  operations.  ^^ 

These  deaths  include  four  cases  for  which,  with  my  present 
experience,  I  should  not  think  excision  to  be  the  best  treat- 
ment. 

These  deaths  are  spread  over  fourteen  years. 

Five  deaths  occurred  from  preventible  diseases — one  case 
from  diphtheria  of  the  air  passages,  three  from  pyaemia,  and 
one  from  septicaemia. 

Six  of  the  total  number  of  deaths  were  attributable 
directly  or  indirectly  to  the  operation ;  one  case  ten  months 
and  more  after  operation.  That  seems  a  large  mortality ; 
but  I  believe,  with  our  present  experience,  a  wiser  selection  of 
cases  and  thorough  antiseptic  treatment,  this  rate  of  mor- 
tality will  be  reduced. 

The  patient  who  died  from  pyaemia  in  1878  was  not  treated 
antiseptically,  and  it  was  an  exceptionally  severe  case.  The 
patient  was  the  subject  of  caries  of  lumbar  and  sacral  ver- 
tebrae, and  of  psoas  abscess.  The  joint  abscess  was  open  at 
the  time  of  operation. 

The  nine  other  cases  (deaths  not  attributable  to  operation) 
all  lived  for  some  length  of  time  after. 

As  there  was  still  more  or  less  disease  at  the  seat  of 
operation  at  the  time  of  death  I  have  put  these  cases  in  the 
list  of  dead,  although  death  was  in  no  way  attributable  to 
operation. 

One  died  two  months  and  ahalf  after  operation  of  general 
tuberculosis ;  another  four  months — of  tubercular  meningi- 
tis ;  another  six  months  after  operation ;  another  eighteen 
months  ;  another  two  years  ;  another  two  years  and  a  month  ; 
another  two  years  and  a  half.     Two  lived  four  years, 

1  might  have  returned  six  of  these  cases  as  recoveries, 
for  they  left  the  Hospital  free  from  suffering  and  able  to  move 
about  to  some  extent ;  but  in  the  interests  of  science  I  have 
traced  their  progress  and  reported  them  as  dead. 
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It  seems  a  large  proportion  of  failures  to  cures,  but  it  is 
not  to  be  taken  as  a  standard.  With  improved  diagnosis,  by- 
operating  in  good  time,  and  by  improved  method  of  opera- 
ting and  after-treatment,  I  venture  to  think  the  proportion 
of  failures  will  be  considerably  diminished,  and  the  cures  in- 
creased. 

What  I  say  here  should  be  taken  in  conjunction  vi^ith  re- 
marks under  head  of  causes  of  failures  in  excision  of  the  joint. 

The  number  of  failures  after  operation,  or  deaths  after 
operation,  should  be  compared  with  the  number  of  deaths 
amongst  those  who  are  not  subjected  to  operation. 

Query  :  out  of  100  cases  of  hip  disease  attended  by  open 
abscesses  how  many  get  well  without  operation  ?  And  how 
many  succumb  to  the  disease  P  And  I  might  here  add,  how 
many  of  those  who  do  not  die  (with  the  disease  still  in  pro- 
gress) recover  with  useful  limbs,  without  deformity  and  with- 
out shortening? 

With  regard  to  the  mortality  after  excision  Mr.  Holmes 
writes,  p.  903  :  '  The  operation  is  a  dangerous  one ;  at  least 
a  great  many  patients  die  after  it — many,  it  is  true,  not  from 
the  operation,  but  from  previous  disease.  Still  the  number 
who  have  died  from  the  direct  sequelae  of  the  operation  has 
not  been  small  in  my  experience.  Nearly  half  of  the  pub- 
lished cases  seem  to  have  proved  fatal  from  one  cause  or 
another.' 

Now  I  have  shown  that  not  more  than  six  of  my  cases 
have  died  of  sequelae — one  from  septicaemia,  three  from, 
pyaemia,  one  after  suppuration  of  knee  following  erysipelas 
(and  he  died  from  shock  of  amputation  at  hip  ten  months 
and  more  after  excision),  and  one  from  thrombosis  and 
asthenia. 

Tuberculosis  and  waxy  changes  cannot  be  called  *  sequelae ' 
of  excision. 

I  cannot  leave  the  topic  of  deaths  after  excision  without 
protesting  against  the  total  number  being  mistaken  for 
deaths  in  consequence  of  operation,  or  from  the  sequelae  of 
operation.  The  nine  who  died  from  tubercular  disease  and 
waxy  disease  of  liver  and  kidneys  would  certainly  have  died 
from  those  diseases  if  the  patients  had  not  been  operated  on 
at  all.  One  of  the  remaining  seven  was  suffering  from  slight 
albuminuria,  when  he  was  attacked  by  erysipelas  and  conse- 
cutive abscesses  in  the  knee-joint,  which  induced  me  to  try 
amputation  at  the  hip.  Another  of  the  seven  was  cut  off  by 
an  accidental  disease,  viz.,  diphtheria. 
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I  have  admitted,  however,  that  four  cases  died  of  pyseinia 
or  septicajmia,  one  from  the  consequences  of  erysipelas, 
one  from  thrombosis  and  asthenia ;  in  all  six  cases  from  the 
consequences  of  operation. 

Of  these  six  cases  three  were  scarcely  fit  cases  for  ope- 
ration according  to  my  present  views.  In  these  the  disease 
had  been  in  progress  for  three  or  more  years,  namely :  Pat 
Riley,  No.  2 ;  William  Scarborough,  No.  4 ;  and  William 
Brooks,  No.  24. 

Of  one  other  death,  that  of  Ernest  Ingram,  I  would  say 
that  had  I  known  him  to  be  the  subject  of  psoas  abscess  and 
vertebral  caries  I  would  not  have  operated  upon  him  at  all. 
He  was  suffering  so  severel}'  that  I  excised  for  the  purpose  of 
relieving  his  sufferings.  The  object  was  to  a  great  extent 
attained.  The  operation  was  not  antiseptic,  as  the  joint 
abscess  was  already  open,  and  the  discharge  offensive.  He 
died  of  pysemia. 

I  say  once  more  that  I  protest  against  the  total  of  deaths 
after  excision  being  considered  deaths /rom  excision. 

I  also  beg  that  these  statistics  may  not  be  compared  with 
such  as  those  given  by  Dr.  Ashurst,  or  Hodge,  or  Good,  or 
any  authors  who  do  not  state  the  condition  in  which  the 
patient  was  at  time  of  operation  and  the  nature  of  the  dis- 
ease. The  general  result  of  163  deaths  in  327  is  given  by 
Dr.  Ashurst,  but  we  are  not  informed  how  many  of  these 
•were  cases  of  acute  necrosis,  or  how  many  of  tubercular  dis- 
ease ;  nor  are  we  told  how  many  were  operated  on  before 
abscess  had  burst,  how  many  after  abscess  had  burst,  and 
how  long  after. 

Now,  among  my  cases  of  death,  sinuses  were  already 
established  in  ten.     Of  the  other  six  : — 

1 .  One  died  of  rapid  tuberculosis  two  and  a  half  months  after. 

2.  One  of  diphtheria. 

3.  One  of  tubercular  meningitis  four  months  after. 

4.  One  of  tubercular  inflammation  of  membranes  of  brain 
two  years  and  one  month  after. 

5.  One  of  pysemia. 

6.  One  of  tubercle  in  cerebellum  and  waxy  liver  one  year 
and  six  months  after. 

Condition  of  the  joint : — 

1.  At  operation  showed  caries,  no  sequestrum. 

2.  At  operation  showed  caries,  no  sequestrum. 

3.  At  operation  showed  caries,  no  sequestrum  j  tuber- 
cular synovial  disease. 
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4.  At  operation  showed  necrosis. 

5.  At  operation  showed  tubercular  and  synovial  disease, 
with  caries. 

6.  At  operation  showed  necrosis  in  top  of  femur. 

I  argue  from  this  in  favour  of  early  antiseptic  operation ; 
that  is,  before  abscess  has  burst  and  sinus  formed. 

I  have  arranged  the  deaths  in  form  of  a  table,  giving 
briefly  the  state  before  operation,  the  state  at  operation, 
duration  of  life  after  operation,  and  the  cause  or  causes  of 
death. 

Those  who  died  were  relieved  cases. 

Of  the  eleven  under  treatment  three  are  in  hospital,  and 
eight  are  at  their  own  homes.  The  open  wonnds  remaining 
after  operation  have  not  yet  closed. 

I  have  now  accounted  in  a  brief  manner  for  the  forty-five 
cases.  Thirty-four  can  be  spoken  of  as  completed  cases, 
eighteen  as  cured ;  six  died  from  sequelae  of  the  operation, 
one  from  laryngeal  diphtheria,  and  nine  from  diseases  not 
attributable  to  the  operation.  And  eleven  are  under  treat- 
ment or  observation. 

I  wish  to  demonstrate  that  there  are  advantages  attend- 
ing excision  of  the  joint  before  sinuses  have  formed  and 
become  chronic ;  and  I  first  direct  attention  to  the  length  of 
time  during  which  disease  had  been  in  progress  before 
operation  was  resorted  to,  in  those  patients  who  succumbed 
eventually  to  diseases  which  are  not  attributable  to  operation. 
In  six  out  of  nine  disease  had  been  in  progress  for  from  one 
year  to  three  or  upwards.  Comparing  this  with  the  length  of 
time  disease  had  been  in  progress  before  operation  in  cured 
cases,  I  find  six  had  been  suffering  less  than  one  year,  in- 
cluding one  case  of  six  weeks'  history,  and  one  of  three  weeks; 
eight  had  been  suffering  from  one  to  two  years ;  two  had 
been  sufiering  from  two  to  four  years ;  and  two  had  been 
suffering  for  four  years  or  a  little  more.  It  would  appear, 
therefore,  that  duration  of  illness  before  operation  has 
not  influenced  the  results  so  much  as  might  have  been  ex- 
pected. 

The  presence  of  chronic  sinuses,  however,  does  seem  to 
have  had  some  influence,  for  I  find  that  of  the  cases  of  cure 
(eighteen  in  number)  six  only  had  had  sinuses;  two  chronic, 
chiefly  recent;  and  four  recent  sinuses  from  abscesses  just 
opened ;  and  amongst  those  who  are  included  in  the  death  list, 
numbering  sixteen,  there  are  eleven  cases  of  open  chronic 
sinuses  before  operation. 
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Amongst  these  cured  and  dead  cases  there  are  three  and 
live  cases  of  perforation  respectively. 

I  think  it  is  a  fair  inference  that  chronic  sinuses  and  the 
occurrence  of  perforations  of  the  acetabulum  do  severally  or 
together  influence  the  progress  of  cases  for  the  worse. 

I  now  feel  anxious  not  to  take  up  too  much  time  by  my 
paper,  and  yet  there  are  many  topics  on  which  I  ought  to 
touch,  viz.  : — 

1.  The  advantages  which  I  claim  for  early  (or  relatively 
early)  operation. 

2.  Formulae  with  respect  to  indications  for  operations. 

3.  The  mode  of  operation  with  reference  to  (a)  the  peri- 
osteum, (6)  the  leaving  behind  the  epiphysis  of  the  great  tro- 
chanter, (c)  the  point  of  section  of  femur,  and  (d)  the  line  of 
incision  through  soft  parts  in  skin,  and  (e)  operating  with 
the  aid  of  antiseptics. 

4.  The  mode  of  after-treatment. 

5.  The  causes  of  failures  in  excision  at  this  joint. 

6.  The  comparison  of  limbs  after  excision  with  limbs  of 
those  who  get  well  without  operation. 

7.  The  time  taken  to  get  well  by  those  not  operated  on 
compared  with  the  time  taken  to  get  well  by  those  success- 
fully operated  on. 

These  are  all  interesting  questions.  Perhaps  I  may  be 
permitted  to  summarize  what  I  have  to  say  on  three  of 
these  topics,  viz. :  I.  Formulae  with  respect  to  indications 
for  operation;  II.  Causes  of  failure  after  operation;  III. 
Advantages  which  I  claim  for  early  operation. 

Formula. — 1.  When  there  is  a  collection  of  fluid  in  and 
about  the  joint  in  a  case  of  well-marked  hip  disease,  espe- 
cially if  associated  with  starting  pains,  antiseptic  incision 
should  be  made,  as  if  the  surgeon  intended  to  excise,  and  he 
should  only  desist  on  finding  the  articular  structures  in  a 
condition  from  which  they  could  rapidly  recover  and  yield  a 
movable  joint. 

2.  When  pus  associated  with  panarthritis  (or  strumous 
disease  of  joint  in  children)  is  known  to  be  present,  even  if 
the  surgeon  is  uncertain  with  regard  to  the  state  of  the 
bones,  he  should  excise. 

3.  If  the  surgeon  is  certain  that  necrosis  has  occurred 
he  should  certainly  excise. 

Causes  of  failure  : — 

I.  Operating  too  late  in  the  progress  of  the  case.^ 

*  Why  are  not  hip  excisions  as  successful  as  knee  excisions  ? 
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II.  Not  removing  enough  (a)  of  the  acetabular  region, 
(6)  of  the  femoral  portion,  (c)  of  the  synovial  membrane  and 
capsule. 

III.  Not  providing  free  exit  for  discharges. 

IV.  Not  operating  antiseptically. 

Thirdly. — I  claim  for  what  I  have  called  early  operation — 

1.  That  in  cases  of  tubercular  disease  early  complete  ex- 
cision affords  the  best  prospect  of  cure. 

2.  Immediate  relief  from  pains  of  tension  and  spasmodic 
starting  pains. 

3.  That  it  is  made  before  muscles  are  much  atrophied  or 
stiffened  by  the  products  of  inflammation. 

4.  That  it  shortens  the  duration  of  suffering  and  illness. 

5.  That  it  enables  the  child  to  go  about  earlier  than  it 
would  go  about  if  left  without  intervention  treatment. 

6.  That  it  enables  the  surgeon  to  procure  a  painless 
movable  joint  at  the  hip. 

7.  That  the  shortening  is  only  a  trifle  more  than  it  is  in 
the  most  favourable  cases  of  ankylosis  after  destructive  dis- 
ease of  the  joint. 

I  have  placed  thirty-six  of  the  forty-five  joints  excised 
upon  the  table — each  numbered  according  to  the  numbers  in 
the  general  table. 

Pathological  question  not  entered  upon. 
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genera: 

An  asterUk  at  the  end  of  the  remarUrs  in  the  last  column  indveal 


II 

Dates. 
Admission, 
Operation, 

and  ■ 
Discharge 

Name 

Duration 

before 
Admission 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

Treatment  in 

Hospital  before 

Operation 

1 

1865 

Ad.  Aug.  2, 

1865 
Op.  Aug.  22, 
Dis.  Nov.  16, 

1865 

Herbert 

WKT,T.fl 

8 

M 
L 

For  3  weeks.  Splint 

2 

1865 

Ad.  Aug.  16, 

1865 
Op.  Aug.  23, 

1865 
Died  Jan.  25, 

1866 

PatEilet 

7 
M 

3  years 

Opening  behind  and 
above  trochanter ; 
another  over  front 
of  upper  3rd  femur. 
Femur     displaced 
upwards  and  back- 
wards 

In  Hospital  1  wa 
before  operation 

3 

1871 

Ad.  Sept.  11, 

1871 
Op.  Nov.  22, 
Dis.  July  12, 

1872 

Charles 

BOSWELL 

7 
M 
B 

9  mths. 
or  more 

Fall  with 
legs  apart 

Lameness, 

pain  at  night, 

swelling, 

pain  on 

pressure 

in  groin. 

Spasmodic 

pains 

In  addition  to  usual 
symptoms  swelling 
along  outside  thigh 
at  top 

For  more  than  i 
months ;  at  homi 
for  6  months  and 
more.  By  long  out. 
side  splint  and  ex- 
tension. Abscesj 
opened 

4 

1872 

Ad.  Nov.  27, 

1871 
Op.,  excision, 
Jan.  10,  1872, 
amputation, 

Oct.  25, 
Died  Oct.  26, 

1872 

William 

SCARBO- 
ROUQH 

• 

5 

M 
E 

3  years 

Fall  off 
stool 

Usuallame- 
ness  first 

noticed.  No 
strumous 
history 

Dislocation.  Fixed  at 
right  angle.   Sinus 
above  and  behind 
great     trochanter 
open     8    months. 
Scar  on  outer  side 
of  thigh 

For  li  monthal 

5 

1872 

Ad.  May  9 
Op.  Aug.  30 
Died  Nov.  18 

Lewis 
scotchkr 

6 

M 
E 

Imnth 

Fall  down 
stairs 

Lameness. 

Little  or  no 

pain.  Full- 
ness and 

tenderness 
in  groin 

For  nearly  4  monthe 

6 

1873 

Ad.  Nov.  11, 

1872 
Op.  Feb.  12, 
Dis.  June  6 

Albert 
Edward 
Curry 

3 
M 

L 

16  mths. 

No  accident. 
Brothers 

and  sisters 
healthy, 
parents 
healthy 

Limping. 
Pain  in  hip 

Swelling;    shorten- 
ing IJ  inch.    Mus- 
cular rigidity 

For  3  months.  Lonfi 
outside  splint ;  ex- 
tension 

7 

1873 

Ad.  Feb.  21 
Op.  March  28 
Dis.  June  16, 
to  Margate 

Eliza 
Briars 

8 
F 
R 

(m(m. 
both 
joints 
disea- 
sed) 

About  1 
year  or 
18  mths. 

Family 
phthisical. 
Father  died 
of  phthisis, 
mother  of 
disease  of 
elbow 

Right  hip.  E  version, 
abduction,  abscess 
front    and     outer 
side  of  thigh 

Left  hip.     Swelling, 
sinuses,  inversion, 
adduction,  flexion 
of  thigh  on  abdo- 
men, shortening 

For  5  weeks.    Rest 
Splint ;    eitensia 
by   weight;    difll 
culty  in  treating 
as  opposite  hip  dia 
eased  and  displaoei 
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hat  the  ease  hat  been  examined  bp  the  Stib-CommiHee  on  Hip  Diseate, 


CoTidition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Besult 

o 

Cause  of 
Death 

Bemarks 

Cured 

Died 

Excision,   not    sub- 
periosteal 

- 

D. 

2  years 
or  more 
Age  11 
when 
died 

Died  of  waxy  liver, 
&c. ;    sinus   open, 
acetabulum    bare, 
end  of  femur  co- 
vered 

Excision,    not    sub- 
periosteal; original 
opening  extended, 
head  of  femur  re- 
moved,    acetabu- 
Irnn  gouged  clear 
of  disease 

No  necrosis 

D. 

Jan.  25, 

1866 

6  mths. 

Tubercular  disease, 
waxy  Uver 

Abscess  open. 

Pain  on 

movement 

Excision,     subperi- 
osteal.         Sayre's 
method.  Sequestra 
removed 

Necrosis  of  acetabu- 
lum ;  perforation 

C. 
Perma- 
nent 

1  year 

Total    duration    of 
ilbiess  1  year  and 
9  months;    walks 
very   well    with  a 
high-heeled   boot ; 
able    to    walk    5 
miles ;  stands  and 
hops    on    excised 
limb ;  joint  almost 
fixed,  2  in.  shoit- 
ening  • 

Excision,  subperios- 
teal ;  top  of  femur 
made  to  protrude 
at    wound    before 
saw  applied 

No  necrosis ;  caries 

D. 

day 
after 

ampu- 
tation 

of  limb 

10  mths. 

and 
15  days 

after 
excision 

Waxy  state 
of  liver,  &c. 

at  post 
mortem  ex- 
amination 

Periostitis  of  femur 
foUowcdoperation; 
erysipelas   ensued, 
and  suppuration  in 
the  knee-joint.  For 
this      amputation 
was  performed  on 
Oct.  25.  Died  next 
day 

Excision 

No  necrosis 

D. 

2imths. 

General 
tuberculosis 
followed 
upon  the 
excision 

At  post  mortem  ex- 
amination, acetab. 
and  top  of  femur 
found  exposed  and 
diseased  ;  no  loose 
sequestrum 

Excision,    head    of 
femur  only 

C. 
Perma- 
nent 

Dis- 
charged 
3  mths. 

and 
3  weeks 
after 
opera- 
tion 

Living  Dec.  1879 

Excision,  subporios- 
te^ 

C. 
Perma- 
nent 

2  mths. 

and 
18  days 

Total     illness,     20 
months     and     18 
days.           Eight : 
straight,       firmly 
ankylosed.      Left: 
also       ankylosed ; 
flexed,  with  lordo- 
sis ;   shorter  than 
right;  walks  fairly 
well,  but  with  pe- 
culiar   gait,  from 
fixation    of    both 
hips  • 
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An  asterisk  at  the  end  of  the  remarks  in  the  la  t  column  indicates 


Dates. 

., 

«      § 

Admission, 

Operation, 

and 

Name 

MS 

o  ai.S 

U    Qi    ^ 

Cause 

Early 
Symptoms 

Condition  on 
Admission. 

Treatment  in 

Hospital  before 

Operation 

Discharge 

<    54 

p  <} 

8 

Ad.  April  21 

Ellkn 

11 

Some 

Attributed 

Fluctuation ;     pain 

For  about  3  weeks. 

1873 

Op.  May  14 

HOATH 

F 

months 

to  fall. 

of  all  kinds ;  large 

Abscess     opened  ] 

Died  May  21 

L 

Parents  Uv- 
iug  and  well. 

Brothers 
and  sisters 
healthy  but 

delicate 

abscess 

splint;  extension 

e 

Ad.  June  19, 

Thomas 

7 

6  mths. 

Notes  do 

Flexion    of    thigh. 

For  11  months.  Leg 

1873 

1873 

Campbell 

M 

or  more 

not  state. 

extreme  muscular 

straightened       by 

Op.  Feb.  4, 

R 

No  dresser'^ 

rigidity    of    thigh 

extension.    Sayre's 

1874 

notes  of 

close  up  to  ilium ; 

splint  ;        abscess 

Dis.  May  30, 

family  his- 

large abscess  form- 

opened; bracketed 

1874 

tory 

ed  on  outer  side  of 
thigh 

long  outside  splint 

10 

Ad.  March  11, 

Edward 

12 

1 J  years 

Fall— made 

Lameness. 

Had  been  in  bed  2 

For     one     month, 

1874 

Op.  April  4, 

Goodman 

M 

woi-se  by  fall 

Pain 

months  before  ad- 

Splints; extension 

Dis.  Sept.  1 

L 

at  cricket 
later,  9 
months  ago. 
Father  died 
of  phthisis, 
one  sister  of 

stnmious 
abscesses  in 

neck 

mission  ;     abscess 
forming 

by  weight;  abscesi 
opened 

11 

Ad.  Feb.  14, 

Daniel 

7 

2  years 

Fall.  Inheri- 

Pain in  hip 

Large  tense  abscess 

For  three   mouths 

1874 

1874 

Dalkt 

M 

ted  syphilis. 

and  knee. 

outer    and    front 

Splints ;  extensioi 

Op.  May  27, 

R 

Stnimous 

Lameness 

of  thigh  half  way 

by  weight;  abscess 

1874 

down;  shortening 

opened 

Dis.  Aug.  29, 

1    inch ;    eversion 

1874 

and  flexion,  tilting 
of  pelvis  great 

12 

Ad.  Oct.  21, 

Thomas 

4  to  5 

8  or  9 

No  history 

Lame,  and 

At  or  soon  after  ad- 

About   3    months. 

1874 

1874 

Taylor 

(sister 

mths. 

of  injury. 

fell  about 

mission      abscess 

Abscess      incised—. 

Op.  Jan.  25, 

says 5) 

(sister 

Mother  died 

when  walk- 

formed   in    groin 

and  large  quantitjB 

1875 

M 

says  6 

of  ovarian 

ing.  Pain  in 

and    upper    inner 

of  pus  evacuated* 

Dis.  June  16 

R 

mths.) 

disease  in 
Guy's  Hos- 
pital. Father 
alive,  and 
well ;  other 
children  well 

knee.  Con- 
vergent 
squint  since 
a  fall  2 

years  ago 

side  of  thigh.  Not 
able  to  walk  at  all 
oh  admission.  Pain 
on  movement 

Best,  splint,  exten^q' 
sion  by  weight 

13 

Ad.  Nov.  4, 

Charles  H 

41 

6  mths. 

No  history 

First  pain 

Fluctuation,         in- 

About   4    months. 

1874 

1874 

BOYTON 

M 

of  injury. 

in  knee. 

creased  tenderness. 

Best,    splint,    ex- 

Op. Mar.  20, 

L 

Family  said 

Walked  on 

muscular  rigidity. 

tension  by  weight. 

1876 

to  be 

toes.  Start- 

starting      pains ; 

Liquor     vesioato- 

Died  April, 

healthy 

ing  pain  9 

pain  in  knee  and 

rius 

1875 

weeks.  Full- 
ness in  groin 
and  tender- 
ness. Muscu- 
lar rigidity 

down  thigh 

1 

m 


TAhL'E^Co/dmiied. 

tiutt  the  ease  has  been  examined  hy  the  Sub-  Committee  on  Hip  Disease. 


Condition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Optration 

Besult 

4 

o 

Cause  of 
Death 

Remarks 

Cured 

Died 

Abscess  oi)en. 

In  state  of 

hectic 

Excision 

Acetabulum   perfo- 
rated;  pelvic  ab- 
scess 

D. 

7th  day 

Septiooemia, 
(?)  a  case  of 
rapid  tuber- 
culosis 

Liver  fatty 

Abscess  open. 

Shortening 

IJ  inch 

Excision,  subperios- 
teal ;    acetabulum 
gouged 

Caries  ;    no   seques- 
trum ;      strumous 
disease  of  synovial 
membrane 

Left 
hospital 
much 
impro- 
ved and 
wound 
nearly 
healed 

Dis- 
charged 
4  mths. 
after 
opera- 
tion 

Dec.  1879  alive  and 
well.walking  about 

Abscess  open 

Excision,  subperios- 
teal ;     four     large 
sequestra  extracted 
from    acetabulum 
and  several  small 
pieces 

Extensive  necrosis  of 
acetabulum  ;    per- 
foration 

C. 
Perma- 
nent 

Dis- 
charged 
5  mths. 
after 
opera- 
tion 

Total  illness,  less 
than  4  years.  Free 
movement  in  flex- 
ion, extension,  ab- 
duction and  ad- 
duction, 6  in.  sliort- 
ening ;  walks  with 
considerable  limp. 
Is  able  to  stand, 
but  not  veryflrmly, 
on  excised  limb  * 

Abscess  open 

Excision,  subperios- 
teal 

Head   and  neok  of 
femur    atrophied; 
rami  of  pubes  and 
ischium    carious ; 
acetabulum   flUed 
up 

D. 

Died  in 
Lam- 
beth In- 
firmary 
April  24, 

1878 
4  years 
after 
opera- 
tion 

Cough, 
waxy  disease 

of  liver, 
spleen,  and 
kidneys,  &c. 

Never  returned  to 
me  for  treatment. 
Sinus  open  in 
spring,  1877 

Abscess  open 

Excision,  subperios- 
teal 

Strumous      disease 
of  synovial  mem- 
brane,    &c.      No 
necrosis 

C. 

Living  Dec.  1879. 
Tota,l  illness  then 
4i  years.  limb 
flexed  ;  wasted. 
Weeping  sinus  in 
groin.  Cannot 
stand  on  leg. 
Movement  slight. 
3i  in.  short* 

Excision,  subperios- 
teal 

Caries    of    head    of 
femur.    Ko  necro- 
sis. 

Died  of 
diph- 
theria; 
wound 
in  bad 
state 

12th  day 
Rigors 

on 
6th  day 

Died  of  diphtheria 

u  -J 
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An  atterisk  at  the  end  of  the  remarks  in  the  last  column  indicatet 


p 

Dates. 
Admission, 
Operation, 

and 
Discharge 

Name 

CCqq 

be  a 

III 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

Treatment  in 

Hospital   before 

Operation 

14 

1876 

Ad.  June  22 
Op.  July  14 
Dis.  Nov.  1 

Emily 

IdlCUIB 

6 

p 

R 

12  mths' 

Attributed 

to  fall  at 

school.    No 

consumption 

in  family 

Tilting    of     pelvis. 
Abscess  open  outer 
side  upper  3rd.  No 
real      shortening. 
Swelluig  over  great 
trochanter.     Pain 
on  slightest  move- 
ment.    No  start- 
ings  at  night 

In  Hospital  4  times. 
Three  weeks'  treat- 
ment.    Long  out- 
side splint,  exten- 
sion by  weight 

15 

1875 

Ad.  June  24 
Op.  Sept.  9 
Died  Sept.  26 

William 
Henhy 
Duff 

7 
M 
K 

?  4  years 

Attributed 
to  fall. 
Mother 

afterwards 
died  of 
phthisis 

Shortening  IJ  inch. 
Tenderness  behind 
trochanter.       Ab- 
scess ditto.    Sinus 
open  outer  side  of 
upper  3rd    thigh. 
Rotation          out- 
wards.     Pain    in 
knee 

For  over  2  months. 
Splints,       Sayre's 
splint,     extension 
by  weight ;  rest 

16 

1876 

Ad.  May  1 

Op.  Oct.  23 

Died  Feb.  12, 

1876 

Eliza  L. 
Fiddler 

18  mths. 

Attributed 
to  fall. 

Fain  in 
knee,  lame- 
ness 

Continually  in  pain. 
Swelling,    tender- 
ness. Flexion.  Lor- 
dosis.   Shortening 
apparent.  Abscess 
formed  outer  side 
thigli,  upper  part, 
and  in  groin.  Scar- 
let fever  in  June 
and  albuminuria 

For  nearly  6  month 
Rest,    splint,    ex 
tension ;  leechingT 

17 

1876 

Ad.  Nov.  17 

1875 
Op.  Dec.  15 

1875 
Dis.  June  28 

1876 

', 

Elizabeth 

HiiAUN 

5 
F 
R 

18  mths. 

FaU.    Both 

parents 

dead  of 

conbumption 

Pain  in 
knee,  lame- 
ness, later 

starting 
pains 

Starting    pains    at 
night.      Pain    on 
movement.  Swell- 
ing in    groin  and 
outside   of    thigh. 
Muscular  rigidity. 
Tilting  of   pelvis. 
Leg  straight 

Fori  month.  Splintll 
extension  ;   leech« 
ing,  actual  cauterwl 

'. 

'k 

18 

187C 

Ad.  Mar.  9, 

1875 
Op.  Mar.  8, 

1876 
Dis.  July  14, 

1876 

Henry 
Day 

5 
M 
R 

4  mths. 

Fall  on  hip. 
Father  and 
mother  well, 
brothers 
and  sisters 
unhealthy 

Lame 

Signs  and  symptoms 
of  1st  st-age  p.assing 
into  2ud.  Swelling 
little 

For  1  year.  Thomaa?; 
splint,     exten.sioii 
by  weight;  absceai 
opened 

19 

1876 

Ad.  Oct.  2, 

1875 
Op.  Mar.  15, 

1876 
Dis.  May  21, 

1876 

MARGAnUT 

MacCakthy 

12  to 
13 
F 
R 

10  mths 

No  history 
of  injury. 
Father  and 

mother 

living,  also 

brother 

and  sister 

Pain  in  hip 
and  foot  sup- 
posed to  be 
growing 
pains 

Unable      to      bear 

slightest      weight 
or  movement.    In 
great  pain 

For    five    months. 
Splint,     extension 
by  weightjThoinas' 
splint;    aspiration 
of    abscess ;    later 
incision    into   ab- 
scess 

fl 
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(hat  the  case  has  been  examined  by  the  Sub-Committee  on  Hip  Disease. 


Condition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Besult 

^1 
^1 

Cause  of 
Death 

Remarks 

Cured 

Died 

Sinus  open; 
swelling,  pain 
on  movement 

Excision,  subperios- 
teal 

Caries.    Atrophy  of 
head  and  neck  of 
femur,  necrosis  in 
acetabulum,     four 
pieces 

Practi- 
cally 
cured 
of  hip 

disease. 
Free 

move- 
ment 

Died  of 
Pott's 

disease 

of  spine 
and 

phthisis 
June 
1879 

4  years 

aft«r 

excision 

Of  phthisis 

and  Pott's 

disease  of 

spine 

Jan.  17, 1879.    Seen 
in    Cleveland    St. 
Infirmary.     Sinus 
open,  drop  or  t-vo 
of  pus,  then  closes 
for     days  ;      free 
movement.  Pott's 
disease    of    spine, 
phthis  is 

Aggravated  ; 

sinus  open ; 

pain 

Excision,  subperios- 
teal 

Caries  of  head  and 
neck     of     femur, 
which    were    also 
extremely       atro- 
phied     and    dis- 
placed.   Acetabu- 
lum lined  by  gra- 
nulations 

D. 

16  days 

after 

excision 

Exhaustion 

anaemia, 

thrombosis 

of  femoral 

vein 

.Aggravated  ; 

auscess  not 

open 

Excision,  subperios- 
teal.        Thomas's 
splint  afterwards 

Tubercular    disease 
of  synovial  mem- 
brane,    loosening 
of    epiphysis,    no 
necrosis 

D. 

111  days 
after 
opera- 
tion 

Tubercular 
meningitis 

; 

Lai^e  abscess 
formed 

Excision,     subperi- 
osteal.    Thomas's 
splint  afterwards 

Epii)hysis  loosened; 
caries  of  acetabu- 
lum 

C. 

Dis- 
charged 
6  J  mths. 

after 
excision 

TotalUlness  less  than 
5  years;    in    good 
health.  Free  move- 
ment in  flexion  and 
extension,    adduc- 
tion good,  abduc- 
tion    fair ;     limb 
sliglitlyflexed,2Jin. 
shortening,  is  able 
to    walk   about    i 
miloand  then  tires; 
stands  on  excised 
limb,  but  not  very 
securely  • 

Abscess  open ; 
pains 

Excision,  subperios- 
teal.  Y-sliaped  in- 
cision,    Thomas's 
splint  afterwards 

Necrosis    in  aceta- 
bulum 

D. 

2  years 
and  6 
mths. 
after 
opera- 
tion 

Waxy  de- 
generation 

of  liver, 
spleen,  and 

kidneys 

Sinus         remained 
open,       but       he 
walked  about  well, 
and  did  not  suffer 
from  his  hip 

Abscess  open; 

hectic,  severe 

pains 

Excision,  subperios- 
teal. Y-shaped  in- 
cision.     Sol.  zinci 
chlor.(gr.40ad3j) 
applied.    Thomas' 
splint  afterwards 

Osteomyelitis,      fe- 
moral ;    caries   of 
acetabulum 

C. 

Total    illness    less 
than  3  years  and  8 
months.       Living 
Dec.  1879.   Sound, 
strong,  and  active ; 
walks     well     and 
firmly,  and  stands 
securely    on     ex- 
cised  limb  ;    very 
free  movement  in 
all  directions ;  3J 
in.  short  * 
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An  asterisk  at  the  end  of  the  remarks  in  the  last  column  indicates 


u  u 

Dates. 

a     g 

1 

Admission, 

Operation, 

and 

Name 

oTtS 

1°l 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

Treatment  in 

Hospital  before 

Operation 

'^  a 

Discharge 

<i  <S 

Q     <j 

20 

Ad.  Nov.  6, 

Albert 

12 

7  mths. 

Left  knee 

Lameness, 

Large            abscess 

For  nearly  3  months. 

1877 

1876 

Allen 

M 

excised.  No 

pain  in  right 

formed.         Pelvis 

Double  splints;  as- 

Op. Jan.  24, 

R 

injury  to 

hip;  waked 

tilted.   Adduction. 

piration  of  abscess 

1877 

lip.  (?)From 

at  night 

Rotation  inwards. 

Dis.  May  17, 

bearing 

by  it 

Sliortening  1  incli 

1877 

weight  on 
right  limb, 
to  save  left. 

Mother 

living 

by  N61aton's  line. 
Muscular  rigidity. 
Flexion    to    angle 
35° 

21 

Ad.  Nov.  7, 

Sarah 

8 

4  years 

Great       deformity. 

For    more    than    3 

1877 

1S76 

IVOKT 

F 

or  more 

Angle  4.5°.    Short- 

months.    Abscess 

Op.  Feb.  10, 

L 

Never 

ening  IJ  by  N61a- 

opened;  extension 

1877 

able  to 

ton's  line.     Large 

by      weight,      no 

Dis.  July  29, 

run 

abscess.      Fibrous 

splint  could  be  ap- 

1877 

6 

about 

like 

other 

children 

union 

plied  ;  rest 

22 

Ad.  Feb.  27 

Hknry 

6  mths. 

Attributed 

Lameness, 

Swelling.    Redness, 

For  three  days  only. 

1877 

Op.  Jlar.  3 

Grant 

M 

(?)more 

to  fall. 

unable  to 

fluctuation.    Pain 

Long           outside 

Died  Mar.  18 

R 

Family  his- 
tory good 

put  foot  to 
ground 

on  any  movement. 
Adduction.       Ro- 
tation      inwards. 
Shortening 

splint     for     each 
side,  extension  by 
weight 

23 

Ad.  Feb.  16, 

Alice 

4 

(?) 

Flexion,     muscular 

For      2i     months. 

1877 

Op.  May  5, 
Dis.  Aug.  14 

Hooper 

F 
R 

rigidity,       severe 
paiu 

Thomas's     splint, 
extension,     leech- 
ing                         ■ 

24^ 

Ad.  April  24, 

William 

11 

Long 

Flexion,  and  adduc- 

For 17  days.  Splints, 

187 

Op.  May  12, 
Died  June  1 

Brooks 

M 
L 

time  : 
some 
years 

tion  of  thigh,  with 
displacement       of 
head     backwards. 
Pain    caused     by 
percussion       over 
troch.    major  and 
by    abduction    cf 
thigh.         Patient 
much  enfeebled  by 
small-pox  just  be- 

extension by  weight 

fore  admission 

^H 

25 

Ad.  Mar.  20, 

Charles 

4 

Always 

Always 

Shortening,       very 

For  about  2  months  J 

lc!(7 

Op.  May  16, 

Hkxry 

M 

limped, 

limped  since 

little    flexion,    no 

Splints,  exueusion.H 

Dis.  Oct.  24 

Ferris 

L 

worse  7 
months 

first  walked. 

Last  7 

months  has 

not  walked 

at  all 

sinuses ;  pain  when 
hip  is  handled 

leeching                  1 

26 

Ad.  Sept.  18, 

Frederick 

6 

7  mths 

No  history 

Lameness  7 

Anaemia.        Sickly. 

For  about  3  months. 

1877 

1877 

LIDDIARD 

M 

of  injury. 

months  ago. 

Signs,  and  symp- 

Double   Thomas's 

Op.  Dec.  12, 

R 

Father  con- 

since then 

toms          strongly 

splint,     extension  fl 

1877 

sumptive 

unable  to 

marked ;   swelling 

by  weight,  incision  1 

Dis.  July  6, 

walk.  Spas- 

at back 

■ 

1 

1878 

modic  pains 

1 
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that  the  case  has  been  examined  by  the  Sub-Committee  on  Hiv  Disease, 


Condition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Result 

e 
>-  2 

n 

o 

Cause  of 
Death 

Remarks 

Cured 

Died 

Aggravated ; 
pains 

Excision,  subperios- 
teal. Free  removal 
of  soft  parts  and 
bone.       Thomas's 
splint  afterwards 

Necrosis  of  acetabu- 
lum; perforation 

D. 
Feb. 
1879 

2  years 
and  1 
mth. 
after 
opera- 
tion 

Inflamma- 
tion of 

membranes 
of  brain 

(Dr.  Yates 

Richmond) 

Further       necrosis 
took     place,    and 
pieces     were     re- 
moved.   Boy  had 
been      previously 
subjected    to    ex- 
cision    of     knee- 
joint.    Firm  anky- 
losis   took    place, 
and          remained 
sound 

Angle  of 

flexion  105°; 

abscesses  open, 

pain  on 

movement 

Excision,  subperios- 
teal. Leg  straight- 
ened. Acetabulum 
cleared  of  disease. 
Thomas's      splint 
afterwards 

All  articular  struc- 
tures   had    disap- 
peared,   neck     of 
femur  much  atro- 
phied 

C. 

Living    Dec.    1879, 
but  ill  from  scro- 
fulous glands  and 
pulmonary    phthi- 
sis.     July      1880, 
still  living ;   total 
illness    about     6i 
years 

Abscess 
rapidly 
increased 

Excision,  subperios- 
teal. Longitudinal 
incision.  Drainage 
tube    into    pelvic 
abscess.    Thomas' 
splint  afterwards 

Perforation  of  ace- 
tabulum, necrosis 
of     same,     pelvic 
abscess 

D. 

15th  day 

Pyaemia 

Aggravated  : 

fluctuating 

abscess 

Excision,  subperios- 
ttal.         Thomas's 
splint  afterwards 

Synovial         disease 
chiefly ;    caries  of 
head     of     femur, 
loosening    of   epi- 
physis 

C. 

Dis- 
charged 
3  mths. 

and 
1  week 
after 
opera- 
tion 

Living    Dec.    1879, 
well    and    strong. 
Occasionally    scar 
opens,  joint  rather 
stiff,        extension 
and  flexion  slight, 
shortening        not 
great 

Dislocation, 
pain,  swelling 

Excision,  subperios- 
teal 

Head  of  femur  ca- 
rious,  sequestrum 
in  neck  of  femur, 
acetabulum  carious 

D. 

20  days 

Pysemia 

Had    suffered   long 
time    before     at- 
tack of  small-pox 

Excision,  of  head  of 
femur    only.       Y" 
shaped      incision, 
synovial        mem- 
brane      dissected 
out.     Solution    of 
chloride    of     zinc 
applied 

Synovitis  hyperplas- 
tica  granulosa 

C. 

Dis- 
charged 
5  mths. 

and 
2  weeks 

after 

Total     illness    less 
than   three  years. 
Movement      veiy  i 
limited,  f  in.  short- 
cning,able  to  stand 
on    excised    limb, 
but  not  firmly  • 

Hectic.     Ab- 
•    Fcess  open  at 
back  of  joint, 
lateral  curva- 
ture of  spine 
commencing 

Excision,  subperios- 
teal.   Chloride   of 
zinc  solution    (4U 
grains    to   Jj)    to 
remains  of    syno- 
vial       membrane 
and  interior  of  ab- 
scess 

Necrosis  In  head  of 
femur,  ephiphysis 
loosened,  caries  of 
acetabulum 

D. 

May  10, 
1879 

About 
1  year 
and  6 
months 

Tubercle  in 
cerebellum, 
waxy  dis- 
ease of  livet, 
spleen,  &c. 

Sinus     still    open. 
Suffer  in  g  f rbin  hip." 
Further     necrosis 
of  femvir  occurred, 
and  was  removed 

• 
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general! 

An  asterisk  at  the  end  of  the  remarks  in  the  last  column  indicatei  1 

Dates. 
Admission, 
Operation, 

and 
Discharge 

Name 

a     c3 
.2  g-2 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

1 

Treatment  in           j 

Hospital  before        1 

Operation             Jl 

27 

1877 

Ad.  Oct.  16, 

1877 
Op.  Dec.  19, 

1877 
Dis.  May  6, 

1878 

Annib 
Clahk 

6 
F 
L 

4  years. 
From 
Hast- 
ings 

Flexion  of  tliigh  on 
abduction,     angle 
102° ;    dislocation 
of   femur,  sinuses 
about  hip 

For    two     months.    Ji 
Double    Thomas's    11 
splint,     extension    ll 
by     weight ;     ex-  ll 
amined         under  ■1 
chloroform               fl 

28 

1878 

Ad.  Nov.  3, 

1877 
Op.  Jan.  16, 

1878 
Dis.  June  26 

1878 

Emily 
Phtlups 

5 
F 
L 

4mths. 

Knocked 
down  by  a 
cricket-ball. 

Limped 
when  got  up. 
Mother's 
family  con- 
sumptive 

Well-marked    signs 
and  symptoms  of 
first  passing  into 
second  stage  of  hip 
disease.     Starting 
pains,  severe  ulcer- 
ation of  cornea 

For     2J      months.   " 
Double   Thomas's 
splint,     extension 
by  weight 

20 

1878 

Ad.  Dec.  31, 

1877 
Op.  Jan.  30, 

1878 
Dis.  May  13, 

1878 

Thomas 

JOKKS 

8 
M 
L 

4  years 

Fall  off  an- 
other boy's 
back 

18  months  previously 
necrosed  bone  from 
ramus    of     pubes 
removed    by   me. 
On          admission, 
sinus     still    open, 
symptoms  of  hip- 
joint  disease 

For  1  month.  Limb 
almost  fixed 

i 

30 

1878 

Ad.  Oct.  12, 

1877 
Op.  Feb.  20, 

1878 
Dis.  May  5, 

1878 

HExnY  J. 
Edwards 

7 
M 
R 

2  years 

Always 
delicate 

Pain,  cannot  walk 
without  help,  and 
then   limps.     Ap- 
parent   lengthen- 
ing,  pelvis   being 
tilted  up  on  oppo- 
site   side.     Night 
pains  most  severe. 
Under    treatment 
in  Hospital  before 

For   more   than   4 
months.         Rest, 
splints,  extension, 
abscess  opened  ao- 
tiseptically 

31 

1878 

Ad.  Feb.  26, 
Op.  Marcli  6, 
Dis.  May  11 

Hkctoh 
Wkbb 

9 
M 
L 

(?) 

5  weeks 

only 

Not  at- 
tributed to 
injury. 
Delicate 
boy. 
Brother  has 
disease  of 
foot 

Much     tilting     of 
pelvis,    no    actual 
shortening.    Full- 
ness of  hip-joint, 
tenderness        and 
swelling  in  upper 
two-thirds           of 
thigh,  fullness  in 
groin,      but      no 
special  tenderness, 
muscular  rigidity, 
acute     pain,     on 
pressing  femur  up- 
wards, and    rota- 
tion outwards,  also 
pressing  troch.  in- 
wards ;     lordosis ; 
gluteal       muscles 
wasted 

For  1  week.   Splint, 
extension 
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hat  the  case  has  been  examined  by  the  Sub-Committee  on  Hip  Disease. 


Condition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Result 

^1 
O 

Cause  of 
Death 

Remarks 

Cured 

Died 

Position  of 
thigli  impro- 
ved, siuuses 
open,  fresh 
abscesses 
formed 

Excision,  subperios- 
teal.   Abscess  laid 
open    and    pelvic 
abscess  drained 

Old    perforation   of 
acetabulum,      ab- 
scess    in     pelvis, 
atrophy  and  caries 
of  head  of  femur 

Under 
treat- 
ment. 
Pent  to 
Margate 
and 
Hast- 
ings 

2  years 
since 
opera- 
tion 

Abscess  in 
groin;  pain 

Excision,  subperios- 
teal.     Antiseptic, 
chloride     of    zinc 
solution  applied 

Extensive  disease  of 
synovial        mem- 
brane, necrosis  of 
pubic       part      of 
acetabulum,     epi- 
physis loosened 

Under 
treat- 
ment 
at  her 
own 
home 

Nearly 
2  years 
since 
opera- 
tion 

Prognosis 
bad 

Dec.  1879,  still 
living.  Sinus 
small,  open.  Dis- 
ease of  abdominal 
lymphatic  glands, 
enlarged  liver ; 
health  very  bad 

Deformity, 
sinuses,  and 
ibsccsses  form- 
ing; health 
bad 

Excision,  subperios- 
teal, and  preserv- 
ing great  trochan- 
ter.   Sinuses    laid 
open,   pelvic    ab- 
scess drained,  limb 

straightened. 
Double        outside 
splints  afterwards 

Loose  sequestra  in 
acetabulum,      old 
perforation,  pelvic 
abscess 

C. 

Dis- 
charged 
3i  mths 
after 
opera- 
tion 

Total  Illness  less 
than  six  years. 
Sinus  discharging 
slightly.  Cannot 
stand  on  limb.  2J 
in.  short.  Consi- 
derable limp  * 

Sinus  open, 

pain  on 
movement 

Excision,  subperios- 
teal. Y-shaped  in- 
cision, great    tro- 
chanter preserved 
and    attaclied    to 
top  of   femur  by 
silver  wire.     Tho- 
mas's splint  after- 
wards 

Synovitis  hyperplas- 
tica,   tuberculosa, 
caries  of  head  of 
femur  and  aceta- 
bulum 

C. 

Soundly 
healed 

in  4 
mouths 

N.B.  In  this 
case  great 
troch.  at- 
tached to 
femur  top 
by  silver 

wire  sutures 

answered 

well 

Total  Illness  2  years 
and  8  months. 
Perfectly  well. 
Movement  very 
fair  in  flexion,  ex- 
tension and  adduc- 
tion, but  no  ab- 
duction ;  2  inches 
shortening,  limb  a 
good  deal  wasted ; 
walks  well  and 
firmly,  can  stand 
on  excised  limb  * 

Fluctuating 
abscess  dis- 
tinct; much 
pain,  starting 
pains 

Excision,  subperios- 
teal.     Great  tro- 
chanter   attached 
to  femur  by  suture. 
Partly  antiseptic. 
Y-shaj)ed  incision. 
Chloride    of    zinc 
solution     applied. 
Thomas's      splint 
afterwards.    After 
treatment      anti- 
septic,   no    spray 
used 

Synovitis       hyper- 
plastica,  large  ab 
scess  uuder  epiphy- 
sis 

C. 
70  days 
about 

70  days 
after 
opera- 
tion. 
Remains 
cured  9 
months 

after 
excision 

Total  Illness  S 
months.  Had  ne- 
crosis in  tibia  after 
the  hip  disease  and 
operation.  Re- 
markably well :  ex- 
ceedingly good 
movement  In  all 
directions,  limb 
very  weU  develo- 
ped, 3  In.  shorten- 
ing ;  stands  well 
and  firmly  on  ex- 
cised limb,  but  can- 
not hop  upon  it  • 

do 


rxENERALl 

An  asterisk  at  the  end  of  the  remarks  in  the  last  column  indicatetm 

Dates. 
Admission, 
Operation, 

and 
Discharge 

Name 

III 

n 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

Treatment  in        1 

Hospital   before     1 

Operation          ■ 

32 

1878 

Ad.  Feb.  26, 
Op.  March  6, 
Dis.  June  2 

Henry 

EURIDGE 

6 
M 
B 

2  years 

Fall  from 

table. 
Father's 
mother  died 
of  consump- 
tion. Sist«r 
had  diseased 
knee,  Dec. 

1879. 
Mother  re- 
cently died 
of  phthisis 
and  prema- 
ture con- 
finement 

Albuminuria.  Thigh 
flexed  upon  pelvis, 
no  ankylosis,  pain 
on    movement    in 
any        direction  ; 
much    swelling    of 
hip  and  fluctuation, 
pain      in       knee, 
emaciated,   lordo- 
sis,  pale,  shorten- 
ing, displacement 

For  1  week.    Good  I 
diet  ;  aspiration  of 
abscess. 

33 

1878 

Ad.  April  12, 
Op.  May  22, 
Dis.  Oct.  26 

Nathaniel 
Dale 

11 

M 
L 

2  years 

Fall  on  hip 
from  a  cab 

Fluctuating  abscess 
below  left  groin  in 
front    of     thigh. 
Pain     on    flexing 
limb  and  pressure 
on      great       tro- 
chanter ;      fibrous 
ankylosis,     lordo- 
sis, adduction  and 
sUght  rotation  in- 
wards,   2J   inches 
shorter  than  oppo- 
site limb,  top  of 
great     trochanter 
%      inch       above 
N61aton's  line 

For  40  days.     Long 
outside  splint,  and 
Thomas's      splint 
later,  aspiration  of 
abscess. 

34 

1878 

Ad.  Feb.  6 
Op.  May  29 
Died  June  9 

E  FINEST 

Ingram 

ir 

M 

R 

7  weeks 

Slipped 
when  walk- 
ing, both 
legs  became 
abducted, 
consumption 
denied  by 
family 

Pain  on  movement, 
no  shortening,  legs 
slightly      rotated 
outwards,  no    ef- 
fusion, slight  mus- 
cular        rigidity, 
strumous    appear- 
ance ;      ulcerated 
open  strumous  ab- 
scess   in  front  of 
left  ear,  disease  of 
testes 

For  about  3  mths., 
long  outside  splint, 
extension           by 
weight,  antiseptic 
incision    into    ab- 
scess ;          double 
Thomas's  splint 

35 

1878 

Ad.  June  17 
Op.  July  13 
Dis.  Nov.  15 

Laura 
Stbbbisgs 

19 
P 
R 

18  mths 

?  No  family 
history  of 
phthisis 

Pain  in  hip 

and  knee, 

hip  began 

to  swell 

soon  after, 

starting 

pains  6 

mths.  ago 

Shortening  IJ  inch, 
deformity,  head  of 
femur    dislocated, 
sinuses  open  and 
large  abscess,  ro- 
tation   outwards ; 
tilting  of  palvis 

About  1  mth.,  rest,! 
long  outside  splintl 

36 

1878 

Ad.  April  30 
Op.  July  24 
Dis.  Oct.  27 

Edward 
Sullivan 

11 
M 
L 

2  years 

Scarlatina 

Limping 
and  pain, 
swelling 
soon  after 

No   shortening,  no 
pain,   full    move- 
ment at  hip-joint. 
Abscess    in    front 
of  thigh  upper  3rd, 
fluctuation  distinct 
upper  part  of  but- 
tock, not   tender. 
Patient          looks 
weakly,  veins  pro- 
minent  over   ab- 
scess 

For  nearly  3  mths.,   1 
splint,    extension,a 
aspiration   of    al!>V 
scess  twice             ■ 
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L' A  BLE —  Continu  ed. 

■at  the  case  has  been  examined  by  the  Sitb- Committee  on  Hip  Disease. 


Condition 
liortly  before 
Operation 

Operation 

Disease  found  at 
Operation 

Eesult 

a 
o 

<^ 
o 

Cause  of 
Death 

Eemarks 

Cured 

Died 

Two  large 
abscesses  at 
back  of  joint 
and  buttock. 
)isplacement 
great 

Excision,  subperios- 
teal.  Y-stiiped  in- 
cision,     abscesses 
laid    open,  partly 
antiseptic.     Tho- 
mas's splint  after- 
wards 

Keck  of  femur  thin- 
ned and  perforated 
by  abscess,  granu- 
lations on  head  of 
femur  and  iu  aceta- 
bulum 

C. 

95  days 
after 

opera- 
tion. 
Eemains 

cured  9 

months 
after 

excision 

Total  illness  less 
than  2  years  and 
8  months.  Be- 
markable  case.  En- 
larged liver  and  al- 
buminuria subsi- 
ded. Scar  sound ; 
limb  well  develop- 
ed ;  very  free  move- 
ment. Stands,  but 
not  securely,  on 
limb  ;  pelvis  tilted 
to  diseased  side.  SJ 
in.actual,l  J  in.  ap- 
parent shortening* 

^rge  abscess. 

displacement 

great 

Excision,  subperios- 
teal antiseptic.  Y- 
shaped     incision, 
great     trochanter 
wired    to    top    of 
femur,  abscess  laid 
open.    Chloride  of 
zinc  applied 

Necrosis  and  seques- 
tra in  acetabulum, 
perforation  of  ace- 
tabulum,   subarti- 
cular     ostitis     of 
femur 

Under 
treat- 
ment 
at  Yar- 
mouth 

18  mths. 
since 

opera- 
tion 

Antiseptics  failed. 
Deo.  1879,  living, 
sinus  open,  at  Yar- 
mouth, improving 
in  health 

Ibscess  open, 

fluctuation, 

discharge 

offensive, 

hectic 

Excisiin,  subperios- 
teal, y-shaped  in- 
cision,      synovial 
membrane        dis- 
sected   out,  great 
trochanter    wired 
to  femur  top 

Synovitis       hyper- 
plastica    tubercu- 
losa ;       extensive 
caries  of  head  of 
femur 

D. 

On  nth 
day 

Pyiemia, 
miliary  tu- 
bercle in 
spleen, 
caries  of 
lumbar  and 
sacral  verte- 
bree,  psoas 
abscess,liver 
amyloid 
and  fatty 

Operation  with  view 
of  relieving  pain 
and  suffering ; 
proved  unsuitable 
case 

linuses  and  as 
>n  admission 

Excision,    head     of 
bone    only    sawn 
off,     sinuses     and 
abscess  laid  open, 
sequestrum       ex- 
tracted from  lip  of 
acetabulum,   limb 
Btraightened,splint 

Sequestrum  in  outer 
lip  of  acetabulum, 
head  of  bone  dis- 
located   outwards 
but    not    diseased 
(primarily) 

In  about 
4  mths. 
left  Hos- 
pital 
much 
im- 
proved 

Prognosis  good 

Re-filling  of 
abscess, 
anaemia 

Excision,  subperios- 
teal antiseptic,  Y- 
shaped       incision 
after  Langenbeck, 
section      through 
neck     of    femur, 
synovial  membrane 
dissected         out ; 
chloride     of    zinc 
applied,  Thomas's 
splint 

Necrosis    in    aceta 
bulum,      tubercu- 
lar caries  of  femur, 
much    erosion,  sy- 
novitis hyperplas- 
tica 

Under 
treat- 
ment 
Margate 
for  6 
mths. 

Dec.  1879,  sinuses 
open,  health  deli- 
cate though  much 
improved  ;  wears 
fplint.  July  1880, 
just  well ;  total 
illness  4i  years 
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GENERAL 

An  asterisk  at  the  end  of  the  remarks  in  the  last  column  indicates 


Dates. 
Admission, 
Operation, 

and 
Discharge 

Kame 

on 
txa 

Cause 

Early 
Symptoms 

Condition  on 
Adm'ssion 

Treatment  in 

Hospital  before 

Operation 

37 

1878 

Ad.  June  28, 

1878 
Op.  Sep.  26, 

1878 
Dis.  Ap.  25, 

1879 

William 

EOACH 

4 
M 
B 

8  mths. 

No  known 
injury 

Limping 
and  pain 

Limb        advanced, 
everted,  and    ap- 
parently    length- 
ened,   1st    stage  ; 
tenderness    about 
hip,  pain  on  move- 
ment,    spasmodic 
pains     at     night, 
fullness  in  groin 

For3mths.  Tliomas 
sjilint,     extension 
by  weight 

38 

1878 

Ad.  Aprill, 

1878 
Op.  Oct.  9, 

1878 
Dis.  May  28, 

1879 

William 
Gbat 

17 
M 
L 

4  mths. 
(?)  more 

worse 
3  weeks 

gonor- 
rhcea  7 

mtlis. 
pre- 
viously 
but  no 

joint 
"affected 

3  weeks 

before 

admission 

had  attack 

of  pain 

Pain    in    hip-joint, 
tenderness  on  flex- 
ion and  on  pressing 
head  of   bone  in- 
wards, limb  starts 
at  night,  fluctua- 
tion on  outside  of 
upper  3rd  of  thigh 

For   more    than    8 
mths.,  rest,  splint, 
extension           by 
weight,  aspiration 
of    large   abscess, 
antiseptic  incision 

39 

1879 

Ad.  Oct.  25, 

1878 
Op.  Jan.  14, 

1879 
Dis.  May  26, 

1879 

FuANCES 

Nourish 

4 
P 
R 

7  or  8 

mths. 

Worse 
10  days 

from 
2nd  fall 

Fall  ;  no 

family 

history  of 

consumption 

Attcndeii 

Ortliopoedic 

Hospital  for 

7  months, 

limping, 

pain  in  knee 

starting 

pains  at 

night 

Pain    in  knee   and 
on  manipulation  of 
hip 

For  2i  mths.  double 
Tliomas's     splint, 
extension            by 
weight,  iodine 

40 

1879 

Ad.  Mar.  18 

Op.  Mar.  20 

Dis.  ilay  26, 

1879 

Thomas 
Knowlbs 

9 
M 
L 

3  weeks 

Fall 

Flexion    of     thigh, 
Shortening  IJ  in., 
displacement,    ro- 
tation    outwards, 
fluctuation,    pain 
on  movement 

For    2    days    only, 
double     Thomass 
splint 

41 

1879 

Ad.  Jan.  3 
Op.  May  17 

Ada 

GUNTER 

4 
F 
L 

11  mths. 

Fall  2  years 
before 

Limping 
pain  in  knee, 
and  hips 
(both), 
starting 
pains  8 
mths.,  as 
much  in 
right  as  left 

Hips  flexed,  muscu- 
lar rigidity,   pain 
on         movement, 
knees  flexed,  feet 
everted,  no  short- 
ening, more  patQ 
in  right  side 

For    more    than    5 
months,       double 
Thomas's     splint, 
aspiration  of   ab- 
scess on  March  14 

42 

1879 

Op.  June  7 

Ada 

GUNTBB 

F 
R 

For  6  mths.,  no  as- 
piration required 

1 
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ABLE — Continued. 

at  the  case  has  been  examine  by  the  Sub-Committee  on  Hip  Disfuse. 


Condition 

hortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Result 

If 

o 

Cause  of 
Death 

Remarks 

Cured 

Died 

Abscess  in 
groin,  pains 

Excision,  subperios- 
teal,      antisejitic, 
curved      incision, 
double     Thomas's 
splint  afterwards 

Necrosis  in  acetabu- 
lum, several  small 
pieces ;    epiphysis 
loosened 

Under 
treat- 
ment 
at  his 
own 
home 

Dec.    1879,      sinus 
open,    health    not 
goo<l.    July   1880, 
much           better, 
nearly  well 

"Very  large 
abscess  in 
outer  side 
thigh,  open, 
lischarge  pro- 
fuse ;  under 
antiseptic 
treatment, 
pains  severe 

Excision,  subperios- 
teal,      antiseptic, 
incision     vertical, 
chloride    of     zinc 
applie<l,  sequestra 
dug  out 

Extensive    necrosis 
In       acetabulum, 
pieces    imbedded, 
requiring    to    be 
dug  out. 

Under 
treat- 
ment at 
Margate 

Now, 

Dec. 

1879, 

13mths. 

Dec.  1879,  now   13 
mths.  since  opera- 
tion.    July  1880, 
died  at  home  from 
hsemorrhage  from 
bowels,  sinus  open 

Fluctuation 

in  groin, 
severe  pains 

Excision,  subperios- 
teal, antiseptic,  Y- 
shaped      incision, 
chloride    of    zinc 
applied ;      double 
Thomas's      splint 
afterwards 

Synovitis       hyper- 
plastica,  caries  of 
top     of      femur; 
loo.-ening  of   epi- 
physis 

Under 
treat- 
ment at 
her  own 
home 

Mem. :  suffered  from 
carbolism  ;     urine 
black.       After    a 
time  carbolic  acid 
given   uj).     Sinus 
remains 

Fluctuation 
narked,  short- 
ening and 
signs  of 
separation  of 
epiphysis 

Excision,  subperios- 
teal ;       antiseptic 
maintained,     epi- 
physis   extracted, 
synovial       mem- 
brane     dissected 
out 

Necrosis  of  epiphy- 
sis, acute  necrosis 
of  epiphysis 

C. 

Healed 

by  51st 

day 

Total  illness  3  mths. 
Dec.  1879,    sound 
and  well :  very  fair 
flexion,   extension 
and  adduction,  but 
no         abduction ; 
walks   very    well, 
but  with  eversion 
offoot.ljin.  short- 
ening,stan(l8  firmly 
and  able  to  hop  on 
excised  limb  » 

Fluctuation 

above  and 

behind  great 

trochanter, 

pains 

Excision,  siibperios- 
teal,      antiseptic, 
maintained,  longi- 
tudinal    incision, 
synovial        mem- 
brane      dissected 
out,     chloride     of 
zinc  solution   ap- 
plied 

Epiphysis  loosened, 
cartilage    of    epi- 
pliysis  softened 

c. 

Healed 
in  5 

weeks 

Dec.  1879.  Remains 
1  ealed,  movement 
free;  total  illness 
1  year  and  8  mths. 

Fluctuation 
in  groin  and 
xjlow  anterior 
nperior  spine 
f  ilium,  pains 

Excision,  subperios- 
teal,      antiseptic 
maintained,  longi- 
tudinal    incision, 
synovial        mem- 
brane      dissected 
out,    chloride     of 
zinc  solutioc   ap- 
pUed 

Epiphysis  loosened, 
epiphysal  cartilage 
gone,  abscess  and 
sequestra  in  neck 
below  epiphysis 

c. 

About 
6  weeks 
or  less 

Do.  Movemeuts  free 
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GENERAL 

An  asterisk  at  the  end  of  the  remarks  in  the  last  column  indicatti 


Dates. 
Admission, 
Operation, 

and 
Discharge 

Name 

oTts 
Sc  a 

1^1 

Cause 

Early 
Symptoms 

Condition  on 
Admission 

Treatment  in 

Hospital  before 

Operation 

43 

1879 

Ad.  May  2 
Op.  July  19 

euzabeth 
Harvey 

10 
F 
R 

3  weeks 

No  history 
of  injury 

Child  thin,  counten- 
ance anxious,  ri- 
gidity of  muscles 
about  hip,  much 
pain  on  any  at- 
tempt at  move- 
ment, thigh  flexed, 
also  knee,  starting 
pains  at  night 

Long  outside  splint, 
bracketed,  anti- 
septic incision 
into  abscess  and 
joint,  double 
Tliomas's  splint 

44 

1879 

Ad.  April  24 
Op.  Sep.  10 

Pat 
Gregohy 

2 
M 
R 

3  mths. 

Fall  down 
stairs 

Pain  in  hip, 
Umping 

Rigidity  of  hip 
muscles ;  much 
pain  on  attempt 
at  movement,  no 
shortening,  pains 
spasmodic 

For  4i  mths.,  modi- 
fled  Thomas's 
splint,  extension 
by  weight 

45 

1879 

Ad.  Nov.  14 

1879 
Op.  Nov.  22 

1879 

Eliza. 
Largk 

9 

P 
R 

12  mths. 

Fall ;  no        Limping 
liistory  of 
consumption 

Muscular  rigidity, 
pains  spasmodic, 
swelling,  fluctua- 
tion, deformity, 
flexion,  tilting,  no 
shortening 

Had  had  3  months' 
previous  treatment 
in  Hospital  and  1 
mth.  at  home,  in 
splints,  modified 
double  Thomas's 
splint 
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V  ABLE— Continued. 

hat  the  case  has  been  examined  by  the  Stib-Commiltee  on  Hip  Disease. 


Condition 

shortly  before 

Operation 

Operation 

Disease  found  at 
Operation 

Eesult 

ll 

^1 

Cause  of 
Death 

Ee  marks 

Cured 

Died 

Antiseptic 
reatment  had 
broken  down, 
swellmg  and 
increased 
fluctuation, 

bed  and 

splint  sores  ; 

very  ill 

Excision,  subperios- 
teal, double  Tho- 
mas's splint  after- 
wards 

Necrosis  of  epiphy- 
sis of  femur,  acute 
necrosis  of  epiphysis 

Progress 
good. 
Dec. 
1879, 
under 
treat- 
ment in 
Hospital 

Note. — Died  Jan.  4, 
1880,  from  hemor- 
rhage after  ex- 
ploratory opera- 
tion, perforation 
of  acetabulum  and 
pelvic  abscess 

Fluctuation 
and  abscess 
jelow  anterior 
iuperior  spine 
of  ilium ; 
pains 

Excision,  subperios- 
teal,      antiseptic, 
longitudinal      in- 
cision,      synovial 
membrane        dis- 
sected   out,   solu- 
tion of  chloride  of 
zinc  applied 

Synovitis  hyperplas- 
tica  ;       epiphysis 
loosened,  cartilage 
destroyed 

Under 
treat- 
ment 

July  188C,  nearly 
well 

Abscess 
rapidly  in- 
creasing, 
pains  severe 

Excision,  subperios- 
teal, antiseptic 

Necrosis  in  acetabu- 
lum, ostitis  of  head 
of  femur 

Under 

treat- 
ment 

July  1880,  nearly 
well 
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XIX.  —  On  a  New  Method  of  Excising  the  nip-joint, 
together  with  some  General  Remarks  on  the  Pathology 
and  Treatment  of  Hip  Disease.  By  Egbert  William 
Parker.     Read  December  12,  1879. 

IN  the  discussion  which  took  place,  at  the  last  meeting  of 
the  Society,  on  Mr.  Croft's  paper  on  Excision  of  the  Hip, 
I  stated  that  in  five  out  of  seven  or  eight  cases  in  which  I 
had  excised  the  joint  I  had  found  the  epiphysis  of  the  head 
of  the  bone  loose  as  a  sequestrum  within  the  acetabulum. 
In  answer  to  some  remarks  by  Mr.  Hulke  and  Mr.  Bryant, 
and  in  accordance  with  a  suggestion  made  by  our  President, 
I  now  beg  to  lay  before  the  Society  brief  notes  of  the  cases, 
and  I  shall  then  offer  a  few  general  remarks  on  the  subject 
of  hip  disease  and  its  treatment. 

Case  I. 

M.  Y.,  set.  8  years,  admitted  into  the  East  London  Hos- 
pital for  children  in  March  1879.  The  following  notes  were 
taken  by  Mr.  E..  E.  R.  Morse : — '.For  two  or  three  weeks  she 
has  complained  of  acute  pain  in  the  knee  and  right  leg  ge- 
nerally, and  has  been  kept  in  bed ;  she  was  feverish  and 
lost  appetite.  On  admission  the  upper  part  of  the  thigh 
and  region  of  the  hip  were  found  much  swollen  and  very 
painful.  There  was  no  appreciable  fluctiiation ;  the  soft  parts 
in  the  groin  were  slightly  cedematous  ;  no  enlargement  of 
glands.  Passive  movements  caused  pain.'  Extension  was 
ordered.  About  a  fortnight  after  her  admission  she  was  ex- 
amined under  chloroform,  because  her  general  condition  was 
rather  worse  than  on  her  admission.  The  femur  moved 
freely ;  there  was  no  grating  in  the  joint ;  no  fluctuation  or 
deep-seated  abscess  was  found.  Temperature  very  variable. 
She  does  not  take  ber  food,  and  is  decidedly  weaker  than  on 
her  admission. 

A  typhoid  condition  rapidly  supervened,  and  for  a  while 
she  was  really  very  low  and  ill.  In  May—  six  or  seven  weeks 
after  admission — her  general  health  had  somewhat  im- 
proved, but  an  abscess  had  funned  on  the  upper  part  of  the 
thigh,  and  this  was  opened. 

At  the  end  of  this  mouth,  nearly  eleven  weeks  after  her 
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admission,  slie  was  again  chloroformed.  Considerable  grating 
was  now  felt  within  the  joint,  and  I  therefore  decided  to 
excise  the  head  of  the  bone. 

Operation. — For  this  purpose  I  made  an  incision  about 
3  inches  long  from  the  anterior  superior  spine  of  the  ilium 
downwards  along  the  anterior  border  of  the  great  trochanter, 
cutting  between  the  sartorius  and  rectus  muscles  on  tlie 
inner  side  and  the  tensor  vaginsG  femoris  and  smaller  glutei 
muscles  on  the  outer  side.  I  found  the  capsule  already  freely 
opened,  and  the  carious  neck  of  the  bone  exposed.  In 
attempting  to  rotate  the  limb  outwards  the  remains  of  the 
neck  of  the  bone  cracked  off.  The  epiphysis  of  the  head  was 
ossified  and  loose — it  was  partially  eroded  and  necrosed. 

The  child  made  a  slow  recovery.  She  gradually  lost  all 
pain,  and  began  to  gain  flesh.  On  August  6  she  was  sent 
into  the  country. 

I  saw  her  a  fortnight  ago.  She  was  comparatively  fat  and 
well.  There  are  still  some  open  sinuses.  She  can  partially 
flex  her  thigh  on  to  the  abdomen ;  this  does  not  cause  pain. 
There  is  shortening  of  the  limb. 

The  case  is  remarkable  for  the  rapidly  destructive  changes 
in  the  joint,  which,  unless  the  history,  as  given  by  the 
mother,  is  incorrect,  do  not  seem  to  have  lasted  more  than 
thirteen  or  fourteen  weeks  at  most. 

1  have  purposely  made  the  notes  of  this  case — which  is 
still  incomplete — very  short,  but  I  shall  hope  to  show  the  girl 
at  a  subsequent  meeting  of  the  Society. 

Case  II. 

J.  A.,  set.  6  years,  a  delicate  child.  He  has  sufifered  from 
corneitis  at  various  times.  Was  admitted,  under  the  care  of 
my  colleague  Mr.  Reeves,  in  May  1878,  with  a  swelling  on 
the  upper  and  outer  part  of  the  thigh.  This  was  incised, 
and  a  large  quantity  of  pus  let  out.  There  had  been  no  local 
injury,  but  some  three  weeks  before  admission  he  had  re- 
ceived an  insignificant  blow  on  the  ankle,  on  account  of  which 
he  was  kept  in  the  house  for  a  few  days.  Although  his 
general  health  improved  after  the  evacuation  of  the  abscesses, 
still  the  local  condition  progressed.  On  August  20  (about 
eleven  weeks  after  his  admission),  during  Mr.  Reeves'  absence 
from  town,  I  examined  the  boy  under  chloroform,  and  found 
grating  in  the  joint,  and  the  great  trochanter  much  above 
Nekton's  test  line.     On  August  80  I  excised  the  joint  by 


106       Mr.  Parker's  Cases  of  Excision  of  the  Hip- Joint. 

the  usual  posterior  incision.     I  extract  from  my  case-book 
the  following  note  : — 

'  On  everting  and  dislocating  the  femur  an  epiphysial 
head  was  found  loose  and  detached  ;  this  was  removed,  and 
also  a  portion  of  the  neck.  The  great  trochanter  was  in 
part  separated  from  the  shaft,  but  this  was  not  removed.' 

This  boy  is  now  well,  and  walks  about  easily;  he  wears 
a  high  boot. 

Case  III. 

J.  B.,  set.  14  years,  came  under  care  on  June  5,  1879. 
Three  weeks  before  admission  there  had  formed  a  large  swell- 
ing in  the  upper  part  of  the  left  thigh,  which  was  painful. 
During  this  time  he  had  had  night-sweatings  and  flushings, 
with  diarrhoea.  When  first  admitted  I  could  not  detect  any 
implication  of  the  hip-joint,  although  I  examined  it  carefully. 
The  abscess  was  a  very  large  one,  and  involved  the  upper  half 
of  the  thigh,  appearing  to  surround  the  femur.  The  pus  was 
evacuated,  and  several  drainage  tubes  put  in.  The  boy  con- 
tinued to  have  a  hectic  appearance  and  temperature,  and  he 
lost  flesh  very  rapidly.  At  the  end  of  a  month  the  hip-joint 
was  obviously  afffected,  the  femur  being  displaced  upwards  and 
backwards.  He  was  chloroformed,  to  allow  of  a  more  detailed 
examination,  and  the  displacement  of  the  femur  upwards 
was  verified.  The  edge  of  the  acetabulum  was  found  to  be 
bare.  The  upper  third  of  the  femur,  at  least,  was  involved 
in  the  disease.  As  a  retrospective  opinion  I  would  say  that  I 
think  amputation  at  the  joint  would  now  have  afforded  the  best 
chance  of  recovery.  As  it  was  he  continued  to  get  worse ; 
there  seemed  no  attempt  at  repair  as  regards  the  bones,  nor 
any  inclination  on  the  part  of  the  abscess  cavity  to  close.  At 
the  end  of  September,  fourteen  weeks  after  his  admission, 
and  as  a  last  resource,  I  again  explored  the  parts  under  chlo- 
roform. I  now  found  that  the  upper  third  of  the  femur  had 
been  entirely  destroyed  by  the  carious  process ;  there  was  a 
very  large  abscess  cavity,  lined  with  a  highly  vascular  pyo- 
genic membrane,  and  the  soft  parts  around  were  much 
destroyed.  I  therefore  removed  the  limb  by  a  Lister's  oval 
incision.  After  its  removal  I  found  the  head  of  the  femur, 
fully  ossified,  loose  and  necrosed  in  the  acetabulum ;  it  was 
whole,  and  was  not  eroded.  The  boy  died  of  exhaustion  on 
the  following  day. 

Case  IV. 

Eliza  E.,  set.  3  years,  admitted  February  7, 1879.  Operation 
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May  9,  1879.  She  tad  a  fall  three  weeks  before  admission.  A 
week  later  the  right  thigh  became  swollen,  with  much  pain  in 
the  hip.  Temperature  100°  on  admission.  Any  attempt  to  flex 
the  joint  caused  great  pain.  Extension  was  applied  and  the 
recumbent  position  strictly  enjoined.  A  month  later  an 
exploratory  incision  was  made  (and  pus  let  out)  on  the  outer 
side  of  the  great  trochanter.  Early  in  April,  two  months 
after  admission,  she  contracted  measles.  On  May  9  the 
joint  was  excised,  grating  in  the  joint  having  been  previously 
detected.  The  epiphysis  of  the  head  was  loose  and  detached 
in  the  acetabulum.  The  greater  part  of  the  neck  of  the  bone 
was  removed,  leaving  the  great  trochanter  and  its  muscles. 
The  child  now  slowly  but  steadily  improved,  and  in  July  was 
sent  to  the  Convalescent  Home.  At  the  present  time  the 
sinuses  have  not  quite  closed ;  she  cannot  yet  walk.  She 
looks  fat  and  well. 

Case  V. 

T.  A.,  set.  7  years,  was  admitted  on  September  12,  1879. 
There  was  no  family  history  of  phthisis.  Four  years  ago  — 
he  was  then  only  three  years  of  age — his  mother  noticed  that 
he  '  walked  lame.'  On  inquiring  she  was  told  that  he  had 
been  kicked  by  a  pony.  He  was  shortly  afterwards  taken 
to  a  hospital,  and  rest  was  enjoined.  Six  months  later  he 
had  starting  pains  in  the  joint  at  night,  and  was  an  in- 
patient at  the  London  Hospital  for  seven  weeks,  without 
getting  any  permanent  benefit.  This  pain  and  limping  have 
continued  on  and  off  ever  since — better  for  a  few  weeks,  then 
worse  again.  He  now  came  under  my  care,  and  was  put  to 
bed,  extension  in  the  recumbent  position  being  ordered. 
There  was  pain  in  the  joint,  with  muscular  fixation,  but  no 
other  objective  signs.  During  the  subsequent  six  weeks  his 
disease  continued  to  get  worse ;  a  fulness  in  the  groin  oc- 
curred, and  fluctuation  soon  became  very  manifest. 

November  25. — He  was  chloroformed.  On  finding  grat- 
ing, the  joint  was  excised.  On  making  the  antero-lateral 
incision  the  capsule  was  easily  exposed.  It  was  not  much 
destroyed  in  front;  there  was  a  collection  of  pus,  which 
seemed  to  have  escaped  from  the  hinder  part  of  the  capsule. 
The  neck  of  the  bone  was  sawn  off  internal  to  the  capsular 
attachment ;  the  neck  was  carious,  and  broke  into  pieces 
when  I  attempted  to  remove  it.  On  examining  the  aceta- 
bulum I  found  the  remains  of  the  head  loosely  held  by  what, 
I  presume,  was  the  round  ligament.   The  edges  of  the  cavity 
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were  also  carious.     The  operation  was  done  antiseptically, 
and  the  boy  is  progressing. 

The  following  additional  case  has  occurred  to  me  since 
the  last  meeting  of  the  Society. 

Case  VI. 

Charles  T.,  set.  5,  admitted  August  8,  1879.  Operation 
December  5,  1879.     The  disease  began  sixteen  months  ago. 

This  boy  has  been  kept  in  the  recumbent  position,  and 
has  worn  a  weight  for  four  months.  He  has  not  improved, 
and  during  the  past  two  weeks  an  abscess  developed  in  Scarpa's 
triangle.     He  had  reflex  bladder  and  rectum  troubles. 

I  found  the  remains  of  the  head  of  the  bone  at  the  bottom 
of  the  acetabulum,  as  in  the  preceding  case. 


I  would  now  ask  permission  to  offer  a  few  general  remarks 
on  the  subject  of  hip  disease  and  its  treatment: — 

1.  On  the  methods  of  operating  at  present  in  use. 

2.  On  the  pathology  of  the  disease,  with  especial  reference 
to  epiphysial  sequestra. 

8.  The  social  condition  of  the  patient  and  its  bearings  on 
the  treatment  to  be  pursued. 

4.  Results  of  the  disease : — {a)  without  adequate  treat- 
ment ;  (fe)  with  expectant  treatment ;  (c)  after  operative  treat- 
ment. 

On  the  methods  of  operating. — Various  incisions  have 
from  time  to  time  been  suggested  ;  but,  with  one  or  two 
exceptions,  the  joint  has  always  been  opened  from  behind. 

A  long  array  of  surgeons,  from  White  of  Manchester,  in 
1769,  downwards  to  the  present  time,  would  have  to  be 
quoted  as  advocates  of  this  practice ;  and  I  fear,  thei^efore, 
that  it  would  be  considered  a  bold  statement  on  my  part  if  I 
were  to  express  my  own  belief  that  any  incision  which  opens 
the  hip-joint  from  behind  is  a  little  unsurgical  as  an  opera- 
tion, for  it  must  necessarily  cut  across  a  large  mass  of 
very  important  muscles ;  and,  furthermore,  it  must  interfere 
largely  with  the  vascular  anastomoses  about  the  trochanter 
as  well  as  the  joint.  Thus,  the  three  glutei,  the  pyriformis, 
obturator  internus,  quadratus  femoris,  and  possibly  some 
fibres  of  the  adductor  magnus,  will  be  divided. 
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There  are,  no  doubt,  cases  in  -which  considerable  changes 
have  taken  place  in  the  position  of  the  head  of  the  bone,  such 
as  maj  render  the  posterior  incision  the  more  desirable ;  but 
in  a  considerable  proportion  of  the  cases  the  posterior  ope- 
ration— never  a  very  easy  one — is  not  particularly  indicated. 
Then,  again,  the  usual  plan,  after  the  capsule  has  been 
opened,  of  forcibly  wrenching  the  bone  out  of  the  aceta- 
bulum seems  to  me  likely  to  complicate  the  original  disease. 
I  have  several  times  seen  the  upper  part  of  the  femur  bared 
of  its  periosteum  by  the  manipulation  which  has  been  neces- 
sary to  make  it  project  from  the  wound  for  the  purpose  of 
sawing  off  its  diseased  extremity.  I  believe  such  forcible 
handling  of  diseased  structures  on  all  other  occasions  is  con- 
trary to  the  teachings  of  our  best  surgical  authorities. 

Operation. — I  now  propose  an  antero-lateral  incision,  and 
would  recommend  that  by  means  of  a  keyhole-saw  the  dis- 
eased bone  be  sawn  off  in  situ,  or  after  a  very  slight  degree 
of  external  rotation.  This  antero-lateral  incision  extends 
from  the  anterior  superior  spine  of  the  ilium  downwards  and 
forwards  to  the  anterior  border  of  the  great  trochanter.  It 
enters  between  the  tensor  vaginse  femoris  and  the  two  smaller 
glutei  muscles  on  the  outside,  and  the  sartorius  and  rectus 
on  the  inside,  by  which  means  a  large  patch  of  the  anterior 
capsule  is  exposed.  If  the  capsule  is  not  already  opened  hy 
the  disease  it  may  be  incised  with  a  blunt-pointed  curved 
bistoury,  parallel  with  and  rather  internal  to  the  anterior 
inter-trochanteric  line.  A  keyhole-saw  is  then  introduced, 
and  the  neck  of  the  bone  is  cut  through  and  removed  with 
sequestrum  forceps. 

The  great  trochanter  in  children,  in  m}'-  experience,  is  not 
often  diseased,  and  under  such  circumstances  may  be  left, 
together  with  the  muscles  which  are  attached  to  it. 

A  drainage  tube  is  introduced  and  the  wound  closed. 
Manifestly  some  care  must  be  exercised  to  see  that  the  dis- 
charges do  not  bag,  for  the  deepest  part  of  the  wound  is 
below  the  level  of  the  external  incision. 

Professor  Roser  ^  of  Marburg  has  advocated  an  anterior 
method  of  excising  the  joint.  He  made  a  transverse  in- 
cision along  the  neck  of  the  bone,  beginning  just  outside 
the  anterior  crural  nerve,  and  carrying  it  outwards  to  the 
root  of  the  great  trochanter.  In  this  way  he  cuts  directly 
across  the  tensor  fascise,  the  sartorius,  rectus,  and  iliacus 
muscles. 

*  Chirurgisch-anatomisches  Vademeeum.     4th  edit.     Stnttgjirt,  1870. 
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The  late  Professor  Simon  of  Heidelberg  also  described 
an  anterior  incision  in  the  '  Deutsche  Klinik  '  for  1866.  In  a 
case  of  punctured  wound  of  the  joint  with  suppuration  and 
subsequent  caries,  utilising  the  wound,  he  made  an  incision 
internal  to  and  parallel  with  the  crural  vessels ;  the  incision 
was  about  three  inches  long:  it  extended  somewhat  above 
Poupart's  ligament.  He  says  the  operation  was  an  easy  one, 
owing  to  the  position  of  the  head  of  the  bone  on  the  inner 
edge  of  the  acetabulum.  His  patient  died  on  the  third  day, 
of  exhaustion,  septicaemia,  and  colliquative  diarrhoea.  Simon 
states  that  this  case  suggested  to  him  the  desirability  of  an 
anterior  incision.  He  accordingly  made  some  attempts  on 
the  dead  body,  and  finally  concluded  that  the  posterior  in- 
cision was  the  best,  especially  in  cases  of  dislocation.  No 
particulars  are  given.  In  criticising  Roser's  method  he  be- 
lieves that  the  joint  is  more  easily  reached  by  this  anterior 
incision  than  by  the  posterior  one,  when  dislocation  has  not 
taken  place.  He  would  convert  the  linear  incision  of  Roser 
into  a  ~| -shaped  one  by  cutting  from  its  inner  extremity 
parallel  with  the  anterior  crural  nerve,  thinking  that  the 
joint  would  then  be  reached  more  easily. 

Maissonneuve  also,  I  believe,  has  advocated  an  anterior 
incision,  but  I  have  not  seen  his  description  of  this  plan  of 
operating. 

Though  I  do  not  venture  to  believe  that  the  mode  of 
operation  is  of  first  consequence,  yet  in  a  discussion  on  ope- 
rative interference  in  hip  disease  I  do  think  that  it  should 
be  brought  forward,  especially  as  the  final  results  of  excision 
still  leave  much  to  be  desired. 

Epiphysial  sequestra. — Most  authors  refer  to  cases  of  this 
kind,  and  several  instances  of  the  sort  have  recently  been 
communicated  to  me.  In  Mr.  Croft's  case,  related  at  our  last 
meeting,  this  pathological  condition  was  found  in  both  joints. 

At  the  last  meeting  of  the  Society  I  referred  to  seven 
cases  of  excision  of  the  hip  in  which  I  had  found  an  epiphy- 
sial sequestrum.  I  ought  to  have  said  six  excisions,  and  one 
amputation  at  the  hip,  for  advanced  hip  disease.  In  five  of 
these  seven  cases  the  epiphysis  of  the  head  of  the  femur  was 
more  or  less  loose,  and  was  found  in  the  acetabulum  after  the 
neck  of  the  bone  had  been  removed.  In  three  of  these  the 
epiphysis,  or  what  remained  of  it,  was  ossified  and  necrosed. 
In  one  other  the  disease  was  less  advanced :  the  cartilage  was 
not  quite  gone.  In  the  fifth  case  I  am  unable  to  state  its 
exact  condition,  as  I  have  lost  the  specimen.     Seeing  how 
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often  it  had  occurred  in  my  own  limited  practice,  I  must  con- 
fess that  I  was  not  aware  that  it  was  such  an  unusual  oc- 
currence as  Mr.  Hulke  and  Mr.  Bryant  pointed  out.  Mr. 
Hutchinson's  experience  was  also  in  favour  of  its  comparative 
rarity ;  and  on  referring  to  Mr.  Holmes's '  Surgical  Diseases  of 
Children '  I  found  that  he  too  regards  it  as  uncommon.  I 
am,  nevertheless,  under  the  impression  that  I  have  seen  them 
pretty  often,  and  I  have  frequently  heard  the  subject  spoken 
of  by  others.  I  was  pleased  to  hear  Mr.  Bryant,  Mr.  Hulke, 
and  also  Mr.  Marsh  refer  to  the  great  frequency  of  caries 
as  the  pathological  condition  in  these  hip  cases,  for  I  think 
that  this  view  justifies  the  frequency  of  epiphysial  necrosis. 
It  is  not  strange  that  caries  of  the  neck  of  the  bone,  by  dis- 
turbing the  nutrition  of  the  epiphysis,  should  lead  to  its  death 
and  exfoliation.  I  should  be  inclined  to  think  that  it  is 
often  loose,  and  becomes  altogether  absorbed  in  the  interval 
which  elapses  between  its  being  shed  and  the  operation  by 
which  it  would  otherwise  be  removed. 

After  thinking  over  my  cases  I  have  arranged  the  follow- 
ing features  as  common  to  all  the  cases,  or  to  the  majority : — 

Clinical. — Progressive  disease,  in  spite  of  perfect  rest  in 
the  recumbent  position,  in  hospital,  with  extension  applied 
for  an  average  period  of  three  months.  Comparatively  short 
duration  of  the  antecedent  symptoms  ;  the  early  formation 
of  abscesses ;  the  early  age  of  the  patients  respectively,  8, 
6,  14,  3,  7,  and  5  years  old. 

Pathological. — In  all  cases  extensive  caries  of  the  neck  of 
the  bone ;  epiphysial  necrosis  and  detachment ;  destruc- 
tion of  the  capsule ;  absence  of  any  great  displacement  of 
the  femur  (owing  to  the  sustained  extension  which  had  been 
practised)  ;  free  suppuration. 

The  social  condition  of  the  patients.—  -It  is  generally  ad- 
mitted that  continued  rest  and  change  of  air — especially 
sea  air — suffice  for  the  cure  of  hip-joint  disease,  and  it  is  pro- 
bably no  exaggeration  to  say  that  nine-tenths  of  the  total 
cases  would  recover  completely  with  such  treatment,  could 
it  be  carried  out.  I  am  afraid,  however,  this  doctrine  has 
done  much  to  perpetuate  the  evil  it  would  eradicate ;  for  it 
is  a  great  misfortune  that  hip  disease  is  common  in  propor- 
tion as  its  subjects  are  unable  to  get  the  only  treatment  that 
can  stay  its  progress.  And  yet  circumstances  have  com- 
pelled all  of  us  to  recommend  this  treatment,  when  we  were 
well  aware  that  it  could  not  be  efficiently  carried  out.  Per- 
sonally I  believe  it  is  simply  impossible  for  the  child  of  a 
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poor  labouring  man  to  receive  adequate  treatment  at  home. 
It  is  equally  true  that  only  a  small  percentage  of  the  total 
cases  can  be  treated  in  existing  hospitals,  and  thus  a  large 
number  of  cases  are  unavoidably  condemned  to  what  inevit- 
ably follows  when  the  disease  is  neglected,  viz.  years  of 
suffering,  with  the  certainty  of  a  crippled  limb,  even  though 
life  be  preserved. 

Results  of  the  Disease. —  (a)  When  not  adequately  treated  ; 
(b)  when  treated  in  hospital  by  the  expectant  method ;  («) 
when  treated  by  operation. 

(a)  When  not  adequately  treated. — I  have  already  re- 
ferred to  these  results :  by  common  consent  they  are  most 
unsatisfactory. 

(fe)  What,  on  the  other  hand,  are  the  results  of  expectant 
treatment  in  hospitals  ? — Speaking  for  myself,  I  would  only 
advance  the  cases  which  I  have  referred  to  this  evening. 
There  are  eight  cases  ;  in  each  the  patient  was  in  a  children's 
hospital,  where  everything  that  good  nursing  could  do  was 
done,  and  yet  all  the  cases  tended  rapidly  to  get  worse.  I 
could  produce  many  other  cases,  if  it  were  desirable,  where 
the  disease  has  tended  to  progress — many  more,  I  regret 
to  say,  than  where  it  has  been  cured  (of  course  I  refer  to 
cases  of  pronounced  disease,  and  to  such  as  have  been  ill 
enough  to  be  admitted  as  in-patients).  Of  the  cases  which, 
having  been  treated  in  various  hospitals  and  discharged  as 
*  cured'  or  '  relieved,'  I  should  very  much  like  to  know  the 
final  result.  How  many  have  been  followed  up,  say,  for  a  year 
after  their  discharge  ?  This  unsatisfactory  result  has  led 
me  to  question  whether  our  commonest  method  of  treatment 
— the  recumbent  position,  with  leg  extended — is  the  best. 
A  considerable  number  of  cases  of  anchylosis  at  the  hip-joint 
present  themselves  in  the  different  hospitals.  The  femur,  in 
these  cases,  is  anchylosed  at  an  angle  with  the  pelvis  ;  and  I 
would  ask  the  Society  whether  this  natural  cure,  taking  place 
in  the  flexed  position,  is  not  possibly  a  clinical  indication 
which  it  might  be  well  to  follow  ?  For  we  know  the  value  of 
absolute  rest — mechanical  and  physiological — in  the  cure  of 
disease ;  and  we  also  know  that  the  most  perfect  rest  for  the 
limbs  is  obtained  by  a  slight  degree  of  flexion.  Therefore 
I  would  like  to  ask  the  Society  whether  we  could  produce  as 
many  cases  of  '  cure '  of  advanced  disease  with  a  straight 
limb  as  can  be  produced  with  the  limb  anchylosed,  more  or 
less  at  an  angle  with  the  pelvis  ? 

(c)   When  treated  by  operation. — I  am  quite  willing  to  ad- 
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mit  that  the  published  results  of  excision  of  the  hip-joint, 
although  they  contain  some  brilliant  cases,  which  may  well 
serve  as  models  of  what  may  he  attained,  are,  nevertheless, 
not  very  encouraging,  It  may  be,  and  indeed  it  probably  is, 
due  to  our  putting  off  the  operation  so  long  that  a  successful 
result  is  all  but  impossible. 

To  wait  until  our  patients  are  reduced  in  health  and 
strength,  until  the  muscles  and  limb  have  wasted  to  a  mere 
outline,  until  the  disease  has  disorganised  the  joint  and 
spread  into  surrounding  structures,  until  secondary  changes 
in  distant  organs  have  been  set  up  by  long-continued  suppu- 
ration, as  is  so  often  the  case  in  hip-joint  disease,  is,  it  seems 
to  me,  quite  suflBcient  to  account  for  the  very  imperfect 
results  which  have  so  far  been  obtained  by  our  operative  pro- 
cedure. 

As  a  basis,  therefore,  for  discussion  I  would  submit  the 

following  pi'oposition  for  the  consideration  of  the  Society : — 

An  exploratory  incision  should  be  made  into  joints  when 

the  disease  has  continued  to  progress  in  spite  of  treatment 

by  rest  in  a  hospital  for  upwards  of  three  months. 

This  incision  may  be  undertaken  earlier,  if  there  are 
obvious  signs  of  distension  within  the  joint,  or  if  there  be 
grating.  The  desirability  of  excising  or  not  could  then  be 
settled. 


XX. — Case  of  Excision  of  the  Hip-Joint  in  an  Adult 
two  years  after  the  Operation.  By  H.  A.  Lediaed, 
M.D.  Exhibited  December  12,  1879. 
OAMUEL  B.,  set.  35,  hawker,  was  admitted  into  the 
O  Central  London  Sick  Asylum,  in  Cleveland  Street,  on 
March  7,  1877. 

He  stated  that  he  met  with  an  accident  in  August  1871, 
whilst  at  Aldershot,  and  that  he  broke  his  left  forearm 
and  injured  the  right  hip,  but  recovered  sufficiently  well  to 
undergo  two  annual  trainings  in  the  Militia  subsequently; 
but  the  pain  in  the  hip  recommenced  in  1874,  and  he  was 
treated  in  an  infirmary  for  incipient  disease  of  the  hip- 
joint.  He  had  a.  long  splint  applied  for  nine  weeks,  and  at 
the  end  of  that  time  he  went  out  on  crutches.  In  October 
1875  an  abscess  formed  near  the  joint,  and  he  was  under  my 
care  for  some  months,  during  which  time  the  abscess  was 
aspirated  over  the  great  trochanter.  A  sinus  formed,  con- 
VOL.  XIII.  I 
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tinued  to  discharge  for  three  months,  and  then  dried  up. 
He  then  went  out,  but  returned  a  short  time  after  with  the 
abscess  again  discharging.  J.  may  say  at  once  that  all  the 
usual  signs  of  disease  of  the  hip-joint  were  present,  but  the 
patient  had  not  the  cachectic  appearance  often  associated 
with  it. 

On  measurement  of  the  limb,  in  March  1877,  there  was 
shortening  to  one  inch.  He  further  stated  that  he  had  borne 
no  weight  on  the  limb  for  three  years.  In  June  he  was  put 
under  chloroform,  and  an  incision  was  made  over  the  joint. 
Cartilaginous  grating  of  the  joint  was  felt  during  manipu- 
lation, but  no  dead  bone  was  found.  This  proceeding  gave 
full  vent  for  all  discharge,  and  as  long  as  the  wound  kept 
fairly  open  he  was  much  relieved  ;  but  the  pain  returned,  and 
appeared  to  be  more  localized  than  formerly.  Here,  then, 
was  a  man  who  had  been  a  sufferer  and  a  cripple  for  three 
years,  and  apparently  there  was  no  prospect  of  his  being 
cured.  Rest  was  ineffectual,  and  no  sequestrum  could  be 
reached ;  the  only  hopeful  sign  was  that  the  patient's  general 
health,  though  impaired,  was  not  destroyed.  I  put  the  state 
of  matters  to  him,  and  he  readily  agreed  to  have  the  hip 
excised.  Accordingly,  on  September  4,  the  patient  was  again 
chloroformed,  and,  with  the  kind  assistance  of  Mr.  R.  W. 
Lyell,  I  proceeded  to  remove  the  upper  end  of  the  femur.  By 
a  free  incision  made  over  the  posterior  aspect  of  the  joint 
the  bone  was  quickly  dislocated  and  sawn  through  below  the 
great  trochanter;  the  acetabulum  was  filled  up  with  soft 
pulp,  which  was  cleared  out  with  the  finger-nails,  and 
then  sponged  clean.  Extension  by  the  weight  and  pulley 
was  then  applied.  Examination  of  the  bone  removed  showed 
that  about  three-fourths  of  the  head  of  the  femur  were 
destroyed;  the  osseous  tissue  divided  by  the  saw  appeared 
somewhat  too  vascular;  but  with  this  exception  the  case 
promised  to  do  well,  seeing  that  the  acetabulum  was  not 
actually  diseased. 

The  tendency  to  shortening  was  obviated  by  increasing 
the  shot  in  the  bag  from  time  to  time,  and  a  Mclntyre  splint 
was  used  in  addition  to  keep  the  limb  in  good  position  ;  this 
was,  however,  taken  away  on  October  3,  and  on  the  25th  the 
extension  was  also  removed.  On  ISTovember  2  he  sat  up  for 
the  first  time ;  by  the  end  of  November  he  could  bear  some 
weight  on  the  limb,  and  during  the  following  month  he  was 
provided  with  a  high  boot. 

Subsequently  a  few  spicules  of  bone  separated  at  intervals, 
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keeping  hira  in  bed  again,  and  on  one  occasion  ctiloroform 
was  given  and  an  incision  made  to  relieve  some  deep-seated 
matter.  He  was,  however,  discharged  perfectly  well  in  about 
twelve  months  after  the  operation,  walking  well  with  one 
crutch  and  a  stick,  bearing  a  fair  weight  on  the  limb,  his 
general  health  being  all  that  could  be  desired. 

I  had  an  opportunity  of  examining  the  hip  in  February 
last — i.e.  seventeen  months  after  operation — when  the  patient 
came  to  see  me.  The  site  of  the  operation  was  as  sound  as 
the  day  he  left  the  iufirmar}^,  and  had  puckered  very  much  ; 
there  was  no  pain  of  any  kind  or  degree.  He  could  walk  a 
short  distance  without  a  stick,  but  preferred  to  have  a  crutch 
and  stick,  and  with  these  he  could  go  any  distance,  and  was 
earning  his  own  living.     His  general  health  was  excellent. 

Remarks. — The  point  of  interest  in  this  case  seems  to  be 
the  excellent  recovery  after  an  operation  which  is  not  much 
employed  or  recommended  at  present  for  disease  of  the  hip- 
joint  in  adults.  In  children  good  results  are  constantly  seen, 
but  few  adults  have  been  recorded  as  operated  on. 

No  doubt  the  success  of  the  present  case  was  due  to  the 
fact  that  the  pelvis  was  free  from  disease,  and  that  the  ope- 
ration was  performed  at  a  sufficiently  early  stage.  Again, 
the  disease  having  a  distinctly  traumatic  cause  rendered  the 
case  favourable  in  comparison  with  those  in  which  there  is  a 
marked  constitutional  taint. 

Note  (taken  December  5,  1879,  being  two  years  and  a 
quarter  after  the  operation) . — General  health  of  patient  ex- 
cellent ;  the  body  is  well  nourished ;  he  has  no  cough ;  the 
I'ight  lower  limb  is  about  1^  inch  shorter  than  the  left,  and 
is  less  muscular  than  the  left,  especially  in  the  gluteal  region. 
Walking  is  well  performed  with  a  crutch  under  left  arm;  a 
stick  is  not  used  now.  The  site  of  the  operation  is  perfectly 
sound.  Movements  of  the  right  hip  can  be  very  fairly  per- 
formed ;  patient  can  raise  the.  thigh  to  a  right  angle  with  the 
trunk,  can  cross  the  right  thigh  over  the  left  when  sitting  or 
standing,  and  there  is  a  fair  amount  of  abduction.  He  is, 
however,  unable  to  kneel.  He  gets  about  the  houije  without 
either  crutch  or  stick,  but  when  out  of  doors  always  uses  a 
crutch.  For  the  last  eighteen  months  he  has  been  earning 
his  own  living. 

The  felt  support  for  the  thigh  and  pelvis  given  him  on  his 
discharge  is  still  worn,  and  found  useful,  as  well  as  the  high- 
heeled  boot. 

I  3 
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XXI. — A  Case  of  Morphoea  with  Raised  Patches  arranged 
in  the  course  of  Nerves.  By  H.  EadclU'^fe  Ceocker. 
M.D.     Shown  on  December  12,  1879. 

SARAH  J.,  set.    17  years,  attended  at  the  East    London 
Hospital  for  Women  and  Children  on  December  8th, 
having  been  sent  to  me  by  my  colleague.  Dr.  Donkin. 

She  was  pale,  and  subject  to  '  fainting,'  remaining  insen- 
sible for  an  hour  sometimes,  and  in  some  of  these  '  faints '  she 
had  fallen  downstairs ;  suffers  from  frequent  headaches  and 
pain  on  the  left  side ;  has  menstruated,  but  never  regularly ; 
never  had  rheumatic  fever ;  heart  normal.  About  four  years 
ago  she  noticed  some  spots  on  the  flexor  surface  of  the  left 
wrist :  several  appeared  at  the  same  time,  extending  about 
half-way  up  the  forearm.  They  were  not  more  than  ^  inch  in 
diameter,  and  they  have  gradually  got  larger  by  running  one 
into  another :  fresh  places  are  still  appearing.  Most  of  the 
patches  are  now  distinctly  raised  above  the  normal  skin,  with 
a  sharply  defined  border,  but  there  is  no  vascularity  around  or 
in  the  neighbourhood,  and  the  natural  lines  of  the  skin  over 
them  are  unaltered ;  the  patches  can  be  pinched  up  as  a  whole, 
but  not  any  part  of  them,  and  there  is  very  decided  thicken- 
ing ;  two  or  three  are  slightly  pigmented  of  a  fawn-colour, 
but  the  rest  are  quite  white.  There  is  slightly  less  sensibility 
on  the  patches  than  round  about  them,  and  the  patient  thinks 
there  is  less  strength  in  the  affected  arm.  The  patches  are 
distributed  as  follows  : — In  the  right  second  intercostal  space 
and  towards  its  inner  border,  1  inch  to  the  right  of  the 
median  line,  is  a  patch  -^  inch  in  diameter ;  in  the  second 
left  space,  on  the  same  level,  but  2  inches  from  the  median 
line,  is  another ;  on  the  inner  side  of  this,  in  the  third  space, 
is  another;  and  in  the  same  space  are  two  spots  |  inch  in 
diameter  apparently  commencing,  the  skin  looking  a  Uttle 
yellower  and  feeling  slightly  thickened.  In  the  axilla,  at 
about  the  second  and  third  spaces,  is  a  group,  some  being 
^  inch,  others  irregular  and  1^  inch  or  more ;  running  down 
rather  to  the  back  of  the  arm,  towards  the  inner  condyle, 
is  an  almost  continuous  chain  of  patches ;  and  in  the  same 
direction,  but  rather  more  anterior,  is  another  less  marked 
series,  beginning  about  2  inches  below  the  inner   condyle 
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and  reaching  about  two-thirds  down  the  forearm.  There  are 
a  few  directly  posterior  on  the  upper  arm  for  about  8  inches ; 
another  series,  fewer  and  less  prominent,  begins  3  inches 
below  the  acromial  process  and  goes  straight  down  to  a 
point  2  inches  above  and  to  the  front  of  the  outer  condyle ; 
at  this  point  there  is  a  patch  1  inch  by  |  inch,  and  the  line 
is  continued  on  to  two-fifths  of  the  forearm ;  between  the 
outer  and  inner  of  these  two  lines  is  a  third,  beginning  with 
small  ones,  ^  inch  in  diameter,  in  the  middle  of  the  upper 
arm  to  the  elbow,  and  from  there  to  1  inch  above  the  hand ; 
the  lower  patches  are  larger,  irregular,  and  some  pigmented. 

The  vaccination  cicatrices  are  well-marked,  with  no  mor- 
phcea.  The  extreme  limits  of  size  of  the  patches  are  ^  inch 
and  2  inches. 

Remarks. — The  arrangement  of  the  patches  in  the  inter- 
costal spaces  and  in  lines  down  the  limb  affords  a  good  illus- 
tration of  nerve-influence  in  the  distribution  of  the  disease, 
a  condition  not  very  uncommon  as  regards  the  fifth  nerve, 
but  seldom  seen  or  less  obvious  in  other  parts  of  the  body. 
The  marked  elevation  of  the  lesions  and  the  absence  of  the 
usual  vascular  zone  are  also  noteworthy  features. 


XXII. — Report  of  the  Committee  on  Chloral.     Read 
January  9,  1880. 

ri^HE  Committee  appointed  by  the  Clinical  Society  to  in- 
\_  vestigate  *  what  deleterious  effects  follow  the  prolonged 
and  continuous  use  of  chloral  in  ordinary  doses '  beg  to 
present  the  result  of  their  inquiry  in  the  following  report. 
Their  first  step  was  to  draw  up  an  explanatory  circular  and 
list  of  queries,  nearly  one  thousand  copies  of  which  were 
issued  to  the  profession,  and  the  text  of  which,  with  an  ac- 
companying note  of  appeal,  was  published  in  the  principal 
medical  journals  of  the  United  Kingdom.  A  few  months 
later  a  second  request  for  material  was  made  through  the 
freely  accorded  medium  of  the  medical  press,  and  a  con- 
siderable number  of  letters  was  written  by  the  Acting  Secre- 
tary and  by  other  members  of  the  Committee. 

In  all  seventy  special  replies  and  printed  papers  were 
received,  and  a  careful  analysis  of  these  has  been  made  for  the 
information  of  the  Society.  Twenty-nine  answers  state  that, 
after  extensive  experience  of  chloral  in  long-continued  mode- 
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rate  doses,  no  ill  effects  have  been  observed.  Of  these  cor- 
respondents ten — Dr.  Herbert  Major,  Dr.  Tate,  Dr.  Ward, 
Dr.  Shute,  Dr.  Carr,  Dr.  Edgar  Sheppard,  Dr.  Merrick,  Mr. 
Finch,  and  Dr.  Bacon — enjoy  the  special  opportunities  for 
observation  afforded  by  asylum  practice,  and  they  have  all 
used  chloral  freely  and  beneficially.  Dr.  Sheppard  regards 
it  as  the  most  valuable  hypnotic  in  the  Pharmacopoeia,  and 
Dr.  Major  writes :  *  In  rare  instances  the  possibility  of  the 
drug  having  retarded  or  prevented  recovery  in  apparently 
favourable  cases  has  been  considered ;  but  as  under  any  treat- 
ment acute  cases,  with  apparently  favourable  prognosis,  occa- 
sionally pass  into  chronic  and  incurable  insanity,  the  point 
is  obviously  most  difficult  to  ascertain  with  certainty.  In 
any  case  the  number  of  instances  in  which  the  possibility  of 
the  untoward  result  indicated  has  suggested  itself  has  been 
very  few.' 

Mr.  Curgenven  notes  one  case  in  which  15  grains  were 
taken  every  night  for  seven  years  with  good  effect.  Mr. 
Chaldecott  supplies  another,  in  which  an  old  lady  took  20 
grains  nightly  for  seven  or  eight  years. 

Dr.  Theodore  Williams  mentions  an  interesting  case 
where  from  20  to  30  grains  were  taken  every  night  for  one 
year  and  nine  months  with  marked  good  effect  by  a  patient 
suffering  with  aortic  regurgitant  disease,  in  which  cerebral 
symptoms  had  supervened. 

Dr.  Clifford  Allbutt  has  used  chloral  freely  and  beneficially 
in  heart  disease,  in  a  case  of  fatty  heart,  for  three  years 
nightly  (20  to  25  grains),  '  with  great  solace  ' ;  and  in  another 
case  ho  believes  its  soothing  influence  to  have  saved  an  here- 
ditarily disposed  person  from  insanity. 

Dr.  W.  Squire  sums  up  his  experience  in  ten  interesting 
cases,  in  none  of  which  any  bad  effect  was  observed  to  follow 
the  prolonged  use  of  chloral ;  and  Dr.  Buzzard  furnishes  a 
case  in  which  chloral  in  30-grain  doses  was  taken  without 
harm  for  nearly  four  years.  He  also  relates  another  of  a  gen- 
tleman, set.  62,  who  has  taken  from  25  to  80  grains  of  chloral 
nightly  for  eight  years  without  ill  effect. 
.  Before  proceeding  to  analyze  the  answers  received  from 
those  who  have  observed  inconvenient  effects  to  follow  the 
use  of  chloral,  it  may  be  well  to  clear  the  ground  by  a  brief 
summary  of  what  is  already  known  and  recorded  on  the 
subject. 

It  is  obvious  that  acute  poisoning  by  the  drug  is  quite 
outside  the  scope  of  this  inquiry,  but  moderate  quantities, 
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taken  at  short  intervals  and  for  long  periods,  have  been  be- 
lieved to  be  responsible  for  a  considerable  variety  of  painful 
and  annoying  symptoms  which  are  said  to  have  accompanied 
or  followed  its  use.  These  have  more  especially  attracted 
the  attention  of  the  profession  in  America,  Dr.  Bartholow 
devoting  a  paragraph  in  his  work  on  Therapeutics  to  the 
'  chloral  habit,'  Dr.  Mattinsin,  of  Brooklyn,  N.Y.,  in  a 
printed  pamphlet  sent  to  the  Committee,  giving  much  infor- 
mation ;  and  Dr.  Frank  Woodbury,  of  Philadelphia,  and  Dr. 
Da  Costa,  of  Pennsylvania,  also  sending  printed  communi- 
cations. 

The  principal  symptoms  would  seem  to  be  these : — 

'Cerebral  anaemia'  (Fothergill),  with  melancholia  and 
impaired  mental  power ;  muscular  prostration,  more  espe- 
cially affecting  the  legs,  causing  staggering,  and  debility 
almost  amounting  to  paraplegia,  and  believed  to  be  spinal  in 
origin.  With  this  are  occasionally  associated  peculiar  pains 
encircling  the  joints  above  and  below,  and  attended  with 
great  dryness  of  skin  (Anstie) ;  and  several  observers  have 
noted  a  singular  affection  of  the  fingers,  consisting  of  ery- 
thematous inflammation,  followed  by  desquamation  of  cuticle, 
superficial  ulceration  about  the  edges  of  the  nails,  with  great 
pain  and  tenderness  to  touch  (Professor  Smith,  of  Balti- 
more) . 

Cardiac  debility  is  alleged  to  follow  in  some  cases  the 
prolonged  use  of  chloral;  and  pharyngeal  congestion,  with  a 
universally  diffused  red  rash,  has  on  one  or  two  occasions 
excited  a  suspicion  of  scarlet  fever.  Other  skin  affections 
are  also  recorded,  assuming  either  the  form  of  spots  of  roseola, 
coalescing  to  form  patches  of  erythema,  or  of  deep  flushing 
of  the  face  and  head,  following  the  use  of  stimulants  (Crichton 
Browne  andKirn).  Or  petechial  and  purpuric  eruptions  may 
appear (Cholmeley), and  may  even  run  into  a  species  of  pysemic 
condition,  in  which  ulceration  of  the  gums  and  great  prostra- 
tion closely  simulate  scurvy,  abscesses  and  deep  ulcerations 
of  the  skin  supervening,  and  even  leading  to  a  fatal  result. 

The  experience  of  those  who  have  observed  inconvenient 
effects  to  follow  the  use  of  chloral  may  be  summed  up  under 
the  various  headings  of  the  Schedule. 

A.  Nervous  system. — Dr.  Inglis,  of  the  Royal  Edinburgh 
Asylum,  in  a  reprint  from  the  '  Edinburgh  Medical  Journal,* 
records  a  case  of  chloral-eating  in  which  at  last  180  grains 
were  taken  daily;  followed,  after  seven  years'  indulgence, 
by  grave  perversion  of  the  moral  sense,  epileptiform  convul- 
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sions,  great  mental  enfeeblement,  and  general  nervous  debi- 
lity, necessitating  asylum  treatment,  under  which  recovery 
took  place.  Dr.  Woodbury  mentions  a  case  in  which  nightly 
doses  of  20  to  30  grains,  during  four  months,  were  followed 
by  a  violent  attack  resembling  delirium  tremens.  Dr.  Easton 
records  the  case  of  a  lady  who  experienced  ataxic  symp- 
toms, with  numbness  and  burning  sensations,  following  the 
nightly  use  of  30  to  40  grains  of  chloral  hydrate  during  two 
years. 

Dr.  George  Harley  notes  two  cases  in  which  15-  to  30- 
grain  nightly  doses,  during  from  three  to  six  months,  were  fol- 
lowed by  the  outbreak  of  acute  mania  in  persons  hereditarily 
predisposed  to  insanity. 

Dr.  Norman  Kerr  had  a  patient,  set.  86,  in  whom  moderate 
doses  (8  to  30  grains),  continued  for  five  weeks,  caused  drowsi- 
ness and  marked  mental  enfeeblement. 

Dr.  Craig  (Edinburgh)  mentions  the  case  of  a  young  lady, 
set.  24,  who  took  18  grains  thrice  daily  for  four  years,  with  oc- 
casional intervals,  and  in  whom  great  '  nervousness '  resulted. 
Dr.  Thompson    (Leamington)    notes  a   case  of  '  chloral 
mania.' 

Dr.  Ashley,  of  Cattaraugus,  New  York,  mentions  a  case 
in  which  a  patient  took  from  3j  to  3ij  daily  for  six  years ; 
in  this  instance  convulsions  were  believed  to  follow  its  use, 
and  delirium  tremens  its  sudden  stoppage. 

Dr.  Maudsley  writes: — 'The  worst  cases  of  insanity  I  have 
seen  have  been  those  in  which  40  gr.  or  the  like  of  chloral 
have  been  given  three  times  a  day.  Eed-edged  eyelids,  pallid 
shrivelled  face,  cowering  shivering  bodies,  are  the  chronic 
results  me  judice  of  its  use  in  asylums,  or  rather  of  its 
abuse,  by  being  given  day  after  day  and  night  after  night.' 

Dr.  Clouston  is  averse  from  its  use  in  melancholia  and 
hysterical  women,  as  in  these  cases  a  craving  speedily  arises  ; 
and  he  has  observed  that  insane  patients  fail  to  gain  weight, 
that  the  brain  with  difficulty  recovers  its  sleep  function,  the 
patients  acquiring  an  exhausted,  wearied  look,  with  lessened 
appetite,  and  that  in  one  case  more  decided  insanity  was 
■  developed  under  its  use.  In  conclusion  he  is  inclined  to 
think  that  chloral  should  never  be  given  in  large  doses  con- 
tinuously in  any  case  of  curable  neurosis.  Dr.  Lindsay,  of 
Perth  Asylum,  holds  the  prolonged  use  of  chloral  to  be  a 
species  of  systematic  poisoning,  being  liable  to  beget  morbid 
conditions  more  serious  than  those  which  the  drug  is  in- 
tended to  modify. 
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Dr.  Langdon  Down  lias  observed  mental  deterioration  to 
follow  the  use  of  chloral. 

Mr.  Spencer  Watson  notes  great  mental  depression,  with 
hysterical  symptoms,  to  follow  chloral  (20  grains)  given 
every  night  for  some  months.  Dr.  Gill  believes  chloral  to 
have  caused  epileptiform  fits  in  one  case.  Dr.  Mickle,  of 
Gore  House  Asylum,  Bow,  has  observed  an  occasional  in- 
crease of  insomnia,  restlessness,  and  loquacity. 

Dr.  Sharpin  notes  the  case  of  a  young  lady  whose  nervous 
system  was  much  affected  by  the  regular  use  of  chloral. 

B.  Circulatory  system. — Dr.  Langdon  Down  has  observed 
failure  of  the  left  ventricle. 

Dr.  Barlow  holds  that  in  children,  as  in  aclults,  '  there 
appears  to  be  a  risk  of  heart-failure,  and  that  it  is  not  possible 
to  infer  the  safety  of  its  administration  for  any  length  of 
time  because  the  first  few  doses  appear  to  be  tolerated  well.' 

C.  Digestive  system. — Dr.  Lloyd  (Barmouth)  mentions  a 
case  in  which  dyspepsia  followed  the  use  of  chloral  in  endo- 
carditis. 

In  a  case  reported  by  Dr.  Althaus  great  digestive  derange- 
ment was  also  noted. 

Dr.  Craig's  patient  also  suff'ered  from  gastric  disturbance. 

Dr.  Longhurst  {vide  E)  noted  a  tonic  dyspepsia,  loss  of 
appetite,  and  constipation. 

Dr.  Carroll,  Staten  Island  (New  York),  mentions  the  case 
of  a  lady  in  whom  epigastric  tenderness,  dry  brown  tongue, 
vomiting,  and  diarrhcea  followed  30-grain  nightly  doses 
during  two  months. 

Dr.  Gill  mentions  a  case  of  digestive  disturbance  caused 
by  chloral. 

Dr.  Sharpin  mentions  two  well-marked  cases  of  deep 
flushing  of  the  head  and  face  following  the  use  of  food  and 
stimulants. 

D.  Cutaneous. — Dr.  James  Thompson  (Leamington)  men- 
tions the  case  of  a  female,  set.  44,  who  took  chloral  (grains 
20)  for  three  months,  at  the  end  of  which  period  defective 
circulation  of  the  hands  was  noted,  with  a  line  of  ulcera- 
tion round  each  nail. 

Mr.  Humphrey,  of  Aylesbury,  sends  a  case  of  pompholyx 
produced  by  chloral. 

Dr.  Fothergill  notes  'peripheral  paralysis  of  arterioles,' 
with  blueness  of  extremities. 

Dr.  Langdon  Down  has  observed  '  liability  to  the  produc- 
tion of  facial  erysipelas.' 
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Dr.  Russell  describes  the  combined  effects  of  cbloral  and 
alcohol  in  bis  own  person  to  be  beating  of  the  carotids 
and  intense  redness  and  flushing  of  the  face  and  scalp,  and 
gives  a  similar  case  in  his  professional  experience. 

Dr.  Buzzard  mentions  the  case  of  a  female,  set.  50,  in 
whom  a  daily  dose  of  30  grains  for  two  years  was  followed 
by  the  appearance  of  a  large  patch  of  papular  eiflorescence 
in  the  face,  of  a  purplish  red  colour,  the  eruption  ceasing 
when  the  drug  was  left  off. 

Mr.  Walford,  of  Eamsgate,  recalls  a  case  of  lichen  pro- 
duced by  chloral.  Both  Dr.  Buzzard  and  Dr.  Langdon 
Down  have  observed  lachrymation  and  conjunctival  irritation. 

Dr.  Sharpin  mentions  the  case  of  an  elderly  gentleman 
who  was  much  annoyed  by  troublesome  itching  of  the  legs 
following  the  use  of  chloral ;  and  reports  another  case  in 
greater  detail. 

Fj.  Urinary  or  other  systems. — Dr.  Longhurst  mentions  a 
case  in  which  irritability,  with  subsequent  temporary  para- 
lysis of  the  bladder,  followed  doses  of  from  10  to  20  grains 
for  three  or  four  months ;  and  Mr.  Orton,  of  Newcastle, 
believes  that  chloral  causes  congestion  of  the  kidneys. 

Inquiry  amongst  some  of  the  leading  druggists  of  the 
metropolis  has  not  established  the  probability  that  there  is 
any  remarkable  abuse  by  the  public  of  the  facilities  which 
they  enjoy  for  purchasing  for  themselves  any  quantity  of 
chloral.  The  drug,  it  may  be  mentioned,  is  not  included  by 
the  Legislature  amongst  those  the  sale  of  which  is  guarded  by 
the  name  and  address  of  the  purchaser  being  required  to  be 
registered  by  the  vendor. 

In  conclusion  the  Committee  wish  to  express  their  regret 
that,  in  spite  of  their  repeated  appeals  to  individuals  per- 
sonally, and  to  the  profession  by  circular  and  through  the 
medical  press,  they  have  failed  to  obtain  any  more  definite 
information  than  that  contained  in  the  preceding  report ; 
and,  although  the  opinions  expressed  by  gentlemen  of  expe- 
rience will  doubtless  be  received  with  the  respect  which  is 
their  due,  the  Committee  would  have  been  glad  if  more  facts 
from  which  definite  conclusions  might  have  been  drawn  had 
been  placed  at  their  disposal. 

William  Jenner,  M.D. 
Dtce  Duckworth,  M.D. 
Egbert  Farquharson,  M.D. 
Thomas  Buzzard,  M.D. 
Thomas  Barlow,  M.D. 
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XXIII. — A  Case  of  Acute  Rheumatism  treated  hy  Salicylic 
Acid,  and  terminating  fatally.  By  James  F.  Goodhakt, 
M.D.     Bead  January  9,  1880. 

AGTE.L,  set.  17,  was  aximitted  under  my  care  into  Guy's 
Hospital  on  February  19,  1878.  She  had  been  a  ser- 
vant for  three  years.  There  was  a  history  of  gout  and 
rheumatism  on  the  father's  side.  She  had  always  been 
healthy,  except  that  she  suffered  from  nasal  polypi,  and  had 
been  three  times  operated  on  by  Mr.  Golding-Bird — the  last 
time  fourteen  days  before  her  fatal  illness.  She  had  had 
scarlatina  long  ago. 

She  described  her  present  illness  thus  : — She  was  operated 
upon  for  the  nasal  polypi,  and  felt  very  faint  and  weak  after- 
wards, but  managed  to  work  on  for  seven  days.  When  getting 
up  on  the  morning  of  the  17th  of  the  month  her  ankles, 
knees,  and  hips  were  so  stiff  that  she  went  to  bed  again. 
Her  back,  shoulders,  and  arms  were  soon  in  the  same  con- 
dition, and  the  joints  began  to  swell  in  the  order  mentioned. 
She  had  no  rigors  or  sweating,  but  headache  and  loss  of 
appetite.  She  was  treated  for  rheumatic  fever,  and  got 
better,  but  relapsed  in  two  days,  and  then  came  to  Guy's 
Hospital. 

Slie  was  a  dark-complexioned  girl,  with  flushed  face  and 
bright  eyes.  Her  tongue  was  red  at  the  edges,  with  a  white 
fur  on  the  dorsum ;  rather  dry.  The  ankles,  knees,  wrists, 
and  elbows  were  much  swollen  ;  the  skin  somewhat  sodden- 
looking,  and  suffused  by  a  pinkish  blush.  The  phalangeal 
joints  were  also  swollen,  and  all  the  joints  immovable  from 
pain. 

The  heart  at  this  time  is  described  thus  :  Prsecordial  dul- 
ness  increased  in  extent.  Apex  beat  normal.  Slight  peri- 
cardial rub  at  the  base.  Temperature  at  2.20  p.m.  103°. 
Pulse  120. 

She  was  ordered  ^  drachm  of  bicarbonate  of  potash, 
with  acetate  of  ammonia,  every  three  hours,  and  5  grains 
of  Dover's  powder  night  and  morning.  Her  diet  consisted 
of  three  pints  of  milk. 

On  February  20  the  heart  affection  was  more  decided. 
The  area  of  preecordial  dulness  was  increased  upwards  to  the 
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second  intercostal  space,  across  from  the  sternum  to  the 
nipple,  and  downwards  to  the  sixth  costal  cartilage.  The 
impulse  was  in  its  normal  position,  as  far  as  could  be  ascer- 
tained. The  sounds  were  very  distant,  and  thick  at  the  base. 
There  was  no  bruit.  The  chest  was  normal.  Urine  1021, 
not  albuminous.  She  appeared  to  have  a  good  deal  of  prse- 
cordial  distress.  She  was  sweating  freely,  and  her  joints  were 
still  very  painful ;  and  she  moaned  much  till  3  a.m.,  becoming 
quieter  afterwards.  Her  temperature  had  gradually  fallen 
from  103°  to  100°.  I  ordered  her  to  continue  her  medicine  ; 
but  at  6  P.M.,  as  she  still  seemed  in  much  pain  and  the  tem- 
perature was  rising  again,  though  only  a  little  (100-4°),  the 
house  physician  ordered  15  grains  of  salicylic  acid  every 
three  hours,  in  place  of  the  alkaline  mixture  she  had  been 
taking.  I  saw  her  at  9  p.m.,  and  though  still  in  a  good  deal 
of  pain  and  restless  I  did  not  apprehend  any  ill  result,  as 
there  were  no  particularly  serious  indications. 

However,  after  this  the  pulse  rapidly  increased  in  fre- 
quency, reaching  160,  and  she  died  quietly  at  3,45  a.m.  She 
had  taken  four  doses  of  salicylic  acid,  60  grains  in  all — the 
last  dose  three-quarters  of  an  hour  before  her  death.  She 
had  a  restless  moaning  night,  but  did  not  seem  unusually  ill ; 
and  she  was  seen  by  the  Sister  of  the  ward  and  also  by  the 
house  physician  at  midnight,  and  they  neither  of  them  saw 
then  any  change  for  the  worse,  nor  did  the  nurse  notice 
anything  unusual  till  her  death. 

I  made  the  post-mortem  examination  the  same  after- 
noon. The  body  was  well  nourished.  The  brain  and  its 
blood-vessels  were  quite  healthy.  The  lungs  were  healthy. 
The  heart  weighed  9^  ounces.  There  was  considerable 
ecchymosis  upon  the  pericardium,  and  in  several  places 
there  were  patches  of  recent  lymph.  The  muscular  tissue  of 
the  ventricles  showed  one  or  two  points  of  fatty  degenera- 
tion, but  I  doubt  if  this  was  of  any  moment,  as  the  ventri- 
cles were  not  dilated.  The  valves  were  practically  all 
healthy.  The  mitral  had  a  grain  or  two  of  lymph  upon  two 
points  of  its  edge.  The  right  ventricle  was  distended  by 
clot  of  post-mortem  formation,  and  the  pulmonary  artery 
also.  The  latter  had  some  resemblance  to  an  embolic  clot 
from  being  double  ;  but  it  was  continuous  with  the  clot  in 
the  ventricle  and  of  the  same  appearance,  and  I  was  of 
opinion  that  it  had  all  formed  in  situ  and  post  mortem.  The 
larger  vessels  and  veins  contained  liquid  blood.  The  stomach 
contained  plenty  of  liquid  food.  The  small  intestine  was  much 
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congested  and  ecchymosed ;  the  large  intestine  was  healthy. 
The  liver  weighed  69  ounces ;  it  was  healthy ;  the  spleen  5 
ounces  only;  it  was  pale.  Kidneys  11  ounces;  healthy.  All 
the  joints  contained  abundant  yeJlow  synovia,  with  coagula 
of  yellow  lymph.  The  knees  and  hips  were  more  particularly 
affected.  All  the  bones  were  normal,  special  search  being 
directed  to  the  sphenoidal,  ethmoidal,  and  frontal  sinuses  in 
the  region  of  the  recent  operation. 

When  the  patient  was  first  admitted  I  was  prepared,  by 
her  general  appearance,  her  dry  skin,  and  her  restlessness,  to 
find  her  doing  badly,  and  1  was  afraid  that  hyperpyrexia 
might  set  in.  With  this  prognosis  in  view  the  temperature 
was  watched  closely  for  some  hours ;  but  finding  that  it  pro- 
gressively fell,  and  that  the  ordinary  rheumatic  sweating 
became  established,  my  fears  subsided,  and  there  was  no 
longer  any  unusual  feature  about  the  case :  it  assumed  the 
character  of  an  ordinary  attack  of  acute  rheumatism  of  by 
no  means  severe  type.  It  was,  therefore,  with  some  surprise 
that  I  heard  at  my  next  visit  to  the  hospital  that  it  had 
terminated  fatally  during  the  night,  and  the  question  which 
rose  to  my  mind,  and  which  1  submit  for  discussion  to-night, 
was  this  :  is  the  result  in  any  degree  to  be  attributed  to  the 
salicylic  acid  treatment  ?  I  cannot  help  feeling  that  it  may 
have  been,  but  I  am  not  here  to  press  that  opinion  in  the 
face  of  facts  which  must,  I  think,  throw  considerable  doubt 
upon  any  answer  we  may  give  to  the  question.  What  was  the 
cause  of  death  ?  I  will  enumerate  the  several  issues  which 
seem  to  me  to  be  suggested  by  the  case.  First,  an  early 
pericarditis  was  present,  and  the  muscular  tissue  of  the  left 
ventricle  was  fatty  in  one  or  two  parts ;  and  it  is  possible 
that  what,  judged  by  the  post-mortem  appearance,  was  not 
a  severe  affection,  may  yet  have  been  sufficient  to  determine 
the  cessation  of  the  heart's  function  in  this  particular  case. 
Second,  I  think  it  may  be  suggested  as  just  possible  that 
between  the  time  when  she  was  last  seen  by  the  Sister  of  the 
ward  and  by  our  house  physician  and  the  time  when  she 
died,  nearly  four  hours,  the  temperature  may  have  risen 
rapidly,  and  death  have  ensued  from  hyperpyrexia.  Third, 
the  clot  in  the  pulmonary  artery  presented  unusual  features, 
and  I  may  have  judged  wrongly  in  setting  aside  the  sug- 
gestion it  offered  of  the  existence  of  pulmonary  embolism. 
With  regard  to  the  first  I  can  only  say  that  the  pericarditis 
and  muscular  change  in  the  heart  did  not  seem  to  me  to  be 
sufficient  to  explain  sudden  death,  and  the  absence  of  any 
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dilatation  of  the  ventricle  supports  this  conclusion.  In  the 
second  place  it  seems  very  unlikely,  from  a  consideration  of 
the  temperature  chart,  which  is  one  of  progressive  fall,  that 
hyperpyrexia  set  in  afterwards.  And,  lastly,  finding  fluid 
blood  in  the  great  veins,  and  the  clot  in  the  pulmonary  artery 
being  continuous  with  that  in  the  right  heart,  and  of  similar 
appearance,  I  am  justified,  I  think,  in  rejecting  the  hypothesis 
of  embolism.  We  have  thus  only  to  consider  whether  death 
was  due  to  the  rheumatic  state  or  to  the  60  grains  of  salicylic 
acid  which  had  been  administered,  and  in  forming  an  opinion 
upon  this  point  I  am,  I  confess,  influenced  not  so  much  by 
this  particular  case  as  by  my  previous  experience.  I  quite 
admit  that  acute  rheumatism  is  a  very  treacherous  disease, 
especially  in  young  adults ;  but  before  the  introduction  of  the 
salicin  and  salicylic  acid  treatment  my  post-mortem  expe- 
rience led  me  to  this  conclusion — that  death  was  brought 
about  in  some  cases  by  hyperpyrexia  without  obvious  tissue 
change,  by  pleuropneumonia,  pulmonary  oedema,  and  severe 
cardiac  complications  ;  in  others  occasionally,  and  compara- 
tively rarely,  by  acute  dilatation  of  the  left  ventricle.  Since 
the  introduction  of  salicin  and  salicylic  acid  I  have  seen 
three  cases  where  death  has  been  sudden,  unexpected  by  the 
physician  in  charge,  and  where  the  post-mortem  changes  did 
not  appear  to  me  to  be  sufficient  alone  to  explain  the  death. 
All  three  cases  were  young  girls  or  women,  and  in  all  it  was 
a  first  attack.  Coming,  as  this  case  did,  the  last  of  three, 
and  forming  part  of  an  experience  which  is  new  to  me,  I 
resolved  to  bring  it  forward  for  discussion  as  one,  possibly, 
in  which  the  salicylic  acid  had  acted  prejudicially,  with  a 
hitherto  unrecognized  rapidity.  I  do  this  more  particularly, 
because  the  mode  of  death  had  no  special  symptoms  attach- 
ing to  it  which  pointed  decidedly  to  the  drug  as  the  harmful 
agent,  and  under  similar  circumstances  it  is  quite  possible 
that  death  might  result  and  be  attributed  wrongly  to  other 
causes.* 

*  I  have  not  specifically  discussed  the  question  -whether  the  case  was  one  of 
septic  poisoning  after  the  operation  for  nasal  polypi,  because  I  think,  notwith- 
standing that  two  gentlemen  in  discussing  the  case  took  this  view,  the  facts 
revealed  by  post-mortem  examination  are  entirely  opposed  to  it.  It  is,  I  believe, 
to  say  the  least,  most  unlikely  that  septicsemia  would  produce  both  synovitis  and 
pericarditis,  neither  of  them  being  suppurative.  Septic  inflammations  of  serous 
and  synovial  membranes  are  remarkable  for  the  rapidity  with  which  pus  is 
formed.  And  even  in  the  occasional  ca.ses  of  septicaemia  attacking  the  heart,  when 
this  is  not  the  case  there  is,  so  far  as  I  have  seen,  a  rapid  liquefaction  and 
localised  softening  of  the  muscular  tissue,  of  which  there  was  no  trace  in  the  pre- 
sent instance.  I  am,  on  the  contrary,  quite  ready  to  adopt  Dr.  Bristow's  alterna- 
tive, supported  as  it  was  by  two  cases  in  point,  viz.  that  the  death  was  due  to  the 
rheumatic  poison. 
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The  actual  death,  I  apprehend,  must  he  attrihuted  to 
sudden  collapse  and  failure  of  the  heart — symptoms  known 
to  he  produced  by  salicin  and  its  allies — and  some  such  cases 
of  sudden,  though  not  fatal,  collapse  have  already  been 
observed  and  recorded  by  others,  notably  by  Goltdammer, 
abroad — though  in  his  case  rather  in  association  v^ith  a 
sudden  fall  of  temperature — and  by  Dr.  Hermann  Weber, 
in  the  10th  volume  of  the  Clinical  Society's  'Transactions.' 
Both  these  writers  enjoin  caution  in  the  size  of  the  dose  of 
the  drug-  in  cases  where  there  is  a  failing  heart  or  towards 
the  end  of  an  attack.  But  here,  I  would  submit,  is  a  case 
which  gave  no  indication  for  caution ;  moreover,  caution  had 
never  been  overstepped,  for  a  1 5-grain  dose  of  salicylic  acid 
every  three  hours  would  be  considered  by  many  but  a  mode- 
rate one  ;  so  that  the  result,  if  I  am  correct  in  calling  it  so, 
could  only  have  been  averted,  if  at  all,  by  commencing  with 
a  very  small  dose  and  gradually  increasing  it.  Since  the 
occurrence  of  this  case  I  have  adopted  the  latter  plan,  com- 
mencing with  5-grain  doses.  I  cannot  but  think  that  in 
dealing  with  a  drug  which  so  quickly  and  so  completely 
saturates  the  tissues,  which  in  some  cases — and  one  can  never 
foretell  when — produces  severe  nervous  symptoms,  in  others 
sudden  collapse,  this  is  by  far  the  wiser  plan  to  adopt ;  and 
my  present  experience  would  lead  me  to  think  that  in  many 
cases  the  smaller  doses  are  sufficient  for  the  relief  of  pain. 


XXIV. — A  Case  characterized  by  Symptoms  of  Acute 
Rheumatism^  which  terminated  fatally  on  the  tenth  day. 
By  Thomas  I3uzzard,  M.D.     Read  January  9,  1880. 

ON  August  3,  1879,  I  saw,  with  Mr.  Airey,  of  Notting 
Hill,  Mrs.  B.,  set.  42,  a  widow.  She  was  a  well-formed 
and  perfectly  nourished  person,  who,  I  understood,  was 
moderate  in  her  habits,  and  had  previously  enjoyed  excellent 
health. 

I  found  her  lying  in  bed,  on  her  back,  with  a  look  of  ex- 
treme distress  in  the  face.  Her  tongue  was  dry  and  furred ; 
the  temperature  98*4°,  the  pulse  78,  weak.  In  reply  to 
questions  she  complained  of  '  queerness,'  rather  than  pain, 
in  the  head,  of  noises  in  the  ears,  and  of  complete  sleepless- 
ness. She  could  not  hear  a  watch  close  to  the  right  ear, 
and  the  hearing  in  the  left  ear  was  impaired.  She  had  con- 
stant nausea  and  aversion  from  food. 
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There  was  no  paralysis — no  diplopia.  The  ophthalmoscope 
showed  no  change  in  the  fundus  oculi.  The  heart-sounds 
and  the  breathing  were  normal.  She  had  never  suffered 
from  otorrhsea,  and  the  deafness  had  only  existed  since  her 
present  attack  of  illness  began. 

It  appeared  that  on  July  26  she  had  gone  to  the  Opera, 
and  had  been  exposed  to  a  draught  on  coming  out.  Her  im- 
pression is  that  she  then  took  cold.  On  July  29  she  felb 
quite  well.  The  following  day,  when  out  of  doors,  she  had 
been  taken  with  shivering — what  she  could  only  describe  as 
*  queerness  '  in  her  head  and  noises  in  the  ears.  She  had 
since  continued  to  be  distressed  and  sleepless,  and  slight 
shivering  had  recurred  daily.  Her  pulse,  Mr.  Airey  told 
me,  had  at  times  been  56,  at  other  times  quicker.  There 
was  no  albumen  in  the  urine. 

It  was  agreed  that  she  should  take  milk  and  champagne, 
with  some  quinine  in  effervescent  ammonia. 

On  August  5  I  found  that  a  remarkable  change  had  taken 
place  in  her  condition.  Her  pulse  numbered  106,  respira- 
tions 20,  temperature  103°  F.  She  lay  on  her  back,  with 
the  face  greatly  flushed,  erythematous,  indeed,  in  the  centre. 
Her  left  knee-joint  was  greatly  swollen,  and  painful,  and  the 
limb  powerless.  She  told  me  that  her  knee  felt  as  if  '  out  of 
joint.'  She  had  had  much  sweating.  The  aspect  was  alto- 
gether that  of  acute  rheumatism.  She  was  ordered  to  take 
1 5  grains  of  salicylate  of  soda  every  three  hours. 

August  7. — The  temperature  was  now  99°,  the  pulse  108, 
whilst  the  respirations  numbered  38.  Auscultation  showed 
nothing  abnormal  in  the  heart-sounds.  It  was  impossible 
to  auscultate  the  back  of  the  chest.  Her  left  hand  was 
swollen,  or  rather,  to  be  accurate  in  detail,  it  was  the  first 
metacarpo-phalangeal  joint,  which  was  enlarged  and  painful 
on  movement  and  to  the  touch.  The  swelling  of  the  left 
knee  had  considerably  decreased.  The  right  knee,  however, 
in  the  last  twenty-four  hours  had  become  swollen  and  pain- 
ful, so  that  now  she  could  not  move  either  leg  or  bear  them 
to  be  moved  by  others. 

She  was  very  deaf — unable  to  hear  a  watch  with  either 
ear;  a  slight  flush  remained  upon  the  face.  The  tongue 
was  moist.     Her  manner  was  full  of  anxiety  and  distress. 

We  examined  and  questioned  most  carefully  as  to  the 
existence  of  any  wound  or  sore,  but  with  a  negative  result, 
There  was  a  blush  of  red  on  the  hand,  which  appeared  like  a 
stain,  and  did  not  apparently  consist  of  papules.     The  urine 
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was  high-coloured  and  acid.  That  which  had  been  passed 
the  day  previously  remained  acid.  The  patient  did  not  ex- 
hale an}'  marked  sour  odour,  but  the  skin  felt  like  the  skin 
of  rheumatic  fever,  and  she  had  the  look  of  helpless  immo- 
bility which  is  characteristic  of  that  disease.  The  bowels 
had  not  been  relieved  for  two  days.  She  was  ordered  a  dose 
of  castor-oil,  and  the  salicylate  of  soda  to  be  given  every  four 
hours,  and  then  at  still  longer  intervals.  Brandy  was  to  be 
administered  in  half- ounce  doses  every  two  hours,  with  egg 
and  milk.  An  unfavourable  prognosis  was  given,  as  the 
patient  appeared  likely  to  sink. 

On  the  following  day  I  received  a  telegram  to  say  that 
she  had  died  at  2.30  a.m.  There  was  a  little  delirium  towards 
the  end.     An  autopsy  was  refused. 

Remarlcs. — I  saw  this  patient  on  three  occasions.  At  my 
first  visit  the  symptoms  were  exclusively  cerebral  in  character. 
On  the  second  occasion  they  pointed  in  the  direction'of  acute 
rheumatism ;  but  it  was  felt  that  the  patient  was  quite  as 
likely  to  be  suffering  from  pyaemia.  Our  efforts,  however,  to 
discover  any  wound  or  sore  which  could  throw  light  upon  the 
mode  of  origin  were  fruitless.  The  absence  of  any  external 
solution  of  continuity  does  not,  of  course,  exclude  pysemia. 
I  have  seen  it  occur  in  one  case  where  the  source  proved 
after  death  to  be  an  ulcer  of  the  intestine,  and  I  have  known 
it  in  more  than  one  case  occur  in  the  sequel  of  the  simple 
fracture  of  a  bone.  Although,  therefore,  in  the  present 
instance  confirmatory  evidence  is  wanting,  I  am  myself 
disposed  to  believe  that  the  case  was  one  of  pyaemia. 

The  patient,  it  will  have  been  remarked,  was  treated  for 
a  short  time  with  salicylate  of  soda.  Of  this  she  took,  I 
think,  about  twelve  doses  of  15  grains  each.  I  do  not 
believe  for  a  moment  that  the  administration  of  this  drug 
had  any  injurious  influence.  The  case  from  the  first  was 
one  which  impressed  me  with  the  gravity  as  well  as  the 
obscurity  of  the  symptoms. 

XXV. — A  Case  of  Genu   Valgum.     With  some  Remarks 
on  Subcutaneous  Osteotomy.     By  B.  E.  Brodhurst. 

LUCY  TAYLOR,  set.  17,  was  admitted  into  the  Eoyal 
Orthopoedic  Hospital,  December  30,  1878,  with  very 
severe  genu  valgum,  and  talipes  varus  on  the  right  side. 
Fig.  1  represents  the  deformity.  The  internal  malleolus 
was  10;^  inches  removed  from  the  median  line. 
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January  13,  1879. — The  biceps  tendon  was  divided,  and 
one  week  later  the  external  lateral  ligament  of  the  knee-joint 
and  the  ilio-tibial  band.  After  three  days  a  long  thigh- 
splint,  with  a  cogwheel  on  the  outer  side  of  the  knee,  and 
a  Scarpa's  shoe  attached,  was  applied. 

February  3. — Ether  was  administered,  and  the  limb  was 
somewhat  extended.  Afterwards  gradual  extension  by 
means  of  the  cogwheel  was  made  day  by  day,  without 
causing  pain,  and  at  the  same  time  the  talipes  varus  was 
overcome. 


Fia.  1. 


Fig.  2. 


March  4. — The  knee  was  found  in  a  straight  position. 
The  splint  was  then  removed,  and  a  photograph  was  taken, 
from  which  fig.  2  is  copied. 

This  is  one  of  the  most  severe  cases  of  genu  valgum  that 
I  have  ever  met  with.     It  was  operated  on  at  seventeen  years 
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of  age  (the  deformity  having  existed  from  the  earliest  child- 
hood), without  interfering  with  the  hony  structures,  and  in 
seven  weeks  the  limb  was  straight,  and  strong  enough  to 
bear  the  weight  of  the  body.  There  was  also  useful  motion 
— flexion  and  extension  at  the  knee. 

It  is  supposed  by  some  that  in  genu  valgum  there  is, 
besides  obliquity  of  the  condyles  of  the  femur,  an  absolute 
lengthening  of  the  inner  condyle,  and  wasting  of  the  outer 
condyle ;  and  that  the  inner  condyle  may  in  these  cases  be 
longer  by  half  an  inch,  and  even  more  than  this,  than  in  the 
normal  condition.  Various  operations  have  been  proposed 
to  remedy  this  condition ;  and  thus  we  have  that  of  Dr. 
Ogston,  of  Dr.  Macewen,  of  Mr.  Barwell,  and  that  known  as 
subcutaneous  extra-articnlar  osteotomy,  for  genu  valgum. 
These  are  all  attended  with  some  danger,  such  as  inflam- 
mation and  suppuration,  with  loss  of  joint-motion,  and  even 
with  fatal  results.  Now  these  operations  have  become  so 
frequent  that  one  surgeon  boasts  of  having  performed  sixty 
and  upwards,  and  others  count  theirs  by  twenties  and  fifties. 
No  one,  however,  has  yet  shown  that  this  pathological  con- 
dition, which  is  so  vividly  described,  absolutely  exists.  Pro- 
fessor Billroth  denies  its  existence.  And,  for  my  own  part, 
I  have  never  seen  in  these  cases  an  increase  of  length  of  the 
inner  condyle  equal  to  half  an  inch  beyond  the  normal  con- 
dition, nor  any  increase  approaching  to  this  amount.  I  doubt 
if  it  ever  occurs  in  youth ;  but  it  has  never  been  shown  to 
occur  in  the  adult.  I  should  be  sorry  to  assert  that  the 
various  operations  on  the  bony  structures  to  which  I  have 
alluded  are  unjustifiable  in  young  persons,  but  they  are 
serious  operations,  and  are  not  unfrequently  attended  with 
unpleasant  results.  Besides,  the  deformity  is  not  always 
removed  by  this  operation,  or  it  recurs,  or  a  worse  condition 
is  set  up  by  it,  namely,  genu  extrorsum — examples  of  which 
I  have  seen.  It  is  not  many  days  since  a  case  of  this 
description  was  brought  to  me,  when,  after  both  inner  con- 
dyles had  been  operated  on,  the  inner  malleoli  remained 
nine  inches  apart. 

I  am  unwilling  to  refer  further  to  more  serious  injuries 
to  the  knee  which  have  resulted  from  these  operations,  and 
of  which  during  the  last  months  I  have  become  cognizant ; 
but  I  desire  to  call  the  attention  of  the  Society  to  the  less 
hazardous  operation,  which  I  have  above  described,  namely, 
that  of  division  of  the  biceps  tendon  and  the  external  lateral 
ligament.     This  operation  enjoys  the  great  advantage  that  it 
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has  never  been  known  to  give  rise  to  any  ill  effects,  and  it 
never  fails  to  remove  the  deformity. 

This  patient  was  again  shown  at  a  meeting  of  the  Society 
on  January  9  of  the  present  year.  It  was  then  seen  that 
she  could  stand  and  walk  without  artificial  support,  and  that 
the  limb  was  straight  and  strong.  There  was  still,  however, 
somewhat  more  lateral  motion  than  ought  to  exist,  but  it  was 
due  entirely  to  laxity  of  the  internal  lateral  ligament.  This, 
however,  was  diminishing.  The  structures  which  had  been 
divided  were  well  consolidated,  and  did  not  allow  of  any 
lateral  motion  so  far  as  they  are  concerned.  The  sensation 
of  the  limb  was  normal,  and  had  not  been  in  the  slightest 
degree  affected  by  the  operation. 


XXVI. — Case   of  Suhastragaloid   Dislocation.      By   T. 
Pickering  Pick.     Read  January  23,  1880. 

ON  the  evening  of  October  18,  1876,  I  was  summoned  to 
see  a  gentleman  who,  I  was  informed,  had  fallen  and  in- 
jured his  ankle.  I  learned  the  following  facts: — That  a  short 
time  previously,  whilst  standing  on  the  roof  of  an  outhouse, 
nailing  some  ivy  to  the  wall  above,  the  slates  on  the  I'oof 
gave  way  and  he  fell  through.  In  his  descent  he  struck  his 
left  foot  against  a  shelf,  and,  the  foot  remaining  there,  he 
swung  round  and  twisted  his  ankle. 

Upon  examination  of  the  case  the  injury  was  at  once 
apparent.  The  foot  was  twisted  so  that  its  under  surface 
looked  almost  directly  outwards,  and  on  the  inner  side,  just 
below  and  in  front  of  the  internal  malleolus,  could  be  felt 
the  prominent  globular  head  of  the  astragalus,  with  the  skin 
over  it  tightly  stretched  and  tense.  The  relation  of  the 
astragalus  to  the  internal  malleolus  was  unaltered.  Beneath 
this  prominence  was  a  concavity,  the  skin  covering  it  was 
tense,  along  its  upper  border  could  be  felt  the  rounded 
internal  margin  of  the  astragalus,  where  the  inferior  joins 
the  internal  surface  of  that  bone.  The  os  calcis  projected 
much  beyond  the  outer  malleolus,  beneath  which  was  a 
remarkable  depression.  The  lower  extremity  of  the  fibula 
formed  an  angle  with  the  rest  of  the  shaft  of  the  bone,  and 
there  was  well-marked  crepitus,  denoting  a  fracture  of  the 
bone  in  this  situation. 

The  nature  of  the  accident  was  thus  perfectly  evident : 
the  08  calcis  and  scaphoid   had  been  displaced  backwards 
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and  outwards  from  the  astragalus,  the  relation  of  this  latter 
bone  with  the  ankle  joint  remaining  intact. 

Under  the  iniluence  of  chloroform  an  attempt  was  at  once 
made  to  reduce  the  dislocation  by  simple  extension,  with  the 
knee  flexed,  but  without  the  slightest  effect :  the  foot  con- 
tinued in  exactly  the  same  position,  and  the  relations  of  the  os 
calcis  to  the  astragalus  remained  unaltered.  With  the  assist- 
ance of  Mr.  Henry  Lee  I  now  proceeded  to  divide  the  tendo 
Achilles  about  three  inches  above  the  heel,  this  spot  being 
selected  on  account  of  the  large  amount  of  blood  which  was 
effused  around  the  tendon  near  its  insertion.  As  the  peronei 
tendons  seemed  also  to  be  tense  I  divided  them  behind  the 
external  malleolus.  A  prolonged  attempt  was  now  made,  by 
manipulation,  pressure,  extension,  and  rotation  to  reduce 
the  dislocation,  and  as  much  force  as  three  of  us  could  exert 
on  the  part  was  employed.  The  result  of  this  second  attempt 
was  to  bring  the  foot  more  into  its  natural  position,  so  that 
the  sole,  instead  of  being  turned  outwards,  was  now  directed 
downwards,  but  the  relative  position  of  the  os  calcis  and 
astragalus  remained  unchanged,  or  nearly  so,  the  astragalus, 
and  with  it  the  bones  of  the  leg,  projecting  on  the  inner  side 
of  the  OS  calcis.  The  skin  over  the  prominent  head  of  the 
astragalus  was  exceedingly  thin  and  stretched,  and  the  bone 
threatened  every  moment  to  burst  its  way  through  the  in- 
tegument. The  whole  of  the  soft  structures  around  and  for 
some  distance  up  the  leg  were  boggy  from  extravasated 
blood.  Under  these  circumstances  it  was  not  deemed  advis- 
able to  persevere  further  in  the  attempt  at  reduction,  and  the 
limb  was  placed  in  a  junk  splint ;  care  being  taken  that  the 
apparatus  should  not  press  on  the  skin  over  the  prominent 
bone,  by  placing  a  circular  pad  of  cotton-wool  around  it.  He 
was  injected  subcutaneously  with  morphia. 

On  the  following  morning,  October  19,  it  was  found  that 
the  patient  had  been  in  intense  pain  all  through  the  night, 
so  that  it  had  been  necessary  to  keep  him  almost  continu- 
ously, more  or  less,  under  the  influence  of  chloroform.  The 
pulse  was  120  ;  there  was  an  anxious  expression  of  counte- 
nance, and  great  pain  was  complained  of.  The  extravasation 
of  blood  had  now  extended  up  to  the  knee,  and  the  skin  was 
tense  and  black.  Over  the  prominent  head  of  the  astragalus 
the  integument  looked  as  if  it  must  shortly  give  way. 

October  21.—  Two  days  later  the  patient  was  found  to  be 
still  suffering  considerably,  and  required  chloroform  occasion- 
ally to  relieve  the  extreme  pain.  The  position  of  parts  was  un- 
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changed,  but  the  swelling  and  tension  were  somewhat  less. 
A  consultation  with  Sir  James  Paget,  Mr.  Prescott  Hewett, 
Mr.  Henry  Lee,  and  Dr.  Gage  Brown  was  held,  and  it  was 
determined  that  another  attempt  at  reduction  should  be 
made ;  failing  which,  as  the  foot  would  clearly  be  of  no  use 
to  him  as  it  was,  and  the  skin  over  the  prominent  head  of  the 
astragalus  must  of  necessity  give  way,  the  operation  of  ex- 
cision of  the  bone  should  be  seriously  considered. 

The  patient  having  been  thoroughly  anaesthetised,  an 
attempt  was  made,  by  extension,  to  reduce  the  deformity. 
This  entirely  failed.  At  Mr.  Henry  Lee's  suggestion  the 
following  plan  was  then  adopted :  a  bandage  was  firmly  fixed 
around  the  fore  part  of  the  foot,  just  behind  the  heads  of  the 
metatarsal  bones.  Mr.  Lee,  with  the  ends  of  this  bandage 
tied  over  his  shoulders,  and  with  his  knee  in  the  concavity  at 
the  front  of  the  ankle,  pressing  against  the  lower  extremity 
of  the  bones  of  the  leg,  made  extension  in  a  direction  for- 
wards. At  the  same  time,  grasping  the  heel  with  my  fingers, 
and  with  my  thumbs  firmly  pressed  on  the  head  of  the  astra- 
galus, I  made  lateral  movement,  turning  the  foot  alternately 
inwards  and  outwards.  In  the  course  of  a  minute  or  so  a 
slight  motion  backwards  of  the  head  of  the  astragalus  took 
place,  and  in  a  moment  it  appeared  to  recede  from  under 
my  fingers  and  the  foot  was  restored  to  its  normal  shape. 

The  limb  was  now  dressed  antiseptically,  placed  in  an 
Asselini's  fracture-box,  and  swung  in  a  Salter's  cradle. 

The  subsequent  history  of  the  case  was  one  of  uninter- 
rupted recovery  as  far  as  the  leg  was  concerned ;  though  the 
patient  was  much  troubled  with  dyspeptic  symptoms,  which, 
however,  yielded  to  careful  dietary.  A  small  superficial 
slough  formed  where  the  skin  had  been  subjected  to  so  much 
pressure  by  the  head  of  the  astragalus.  This  separated, 
leaving  an  ulcer,  which  rapidly  healed,  and  ten  weeks  after 
the  accident  he  was  able  to  put  his  foot  to  the  ground  and 
to  walk,  with  the  aid  of  a  high-heeled  boot  and  iron  sup- 
port. 

It  is  now  three  years  since  the  accident,  and  our  friend  is 
able  to  carry  on  the  practice  of  his  profession  without  diffi- 
culty. There  is  the  slightest  perceptible  limp,  which  would 
scarcely  be  noticed  unless  attention  were  drawn  to  it.  He 
tells  me  that  his  leg  gives  him  no  inconvenience  or  pain, 
except,  perhaps,  after  a  hard  day's  shooting.  On  examina- 
tion the  contour  of  the  foot  is  perfect.  The  muscles  of  the 
calf  have  never,  however,  recovered  their  fulness,  and  are 
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perceptibly  smaller  than  those  of  the  other  leg,  and  the 
motions  of  the  ankle-joint  are  somewhat  restricted ;  on 
attempting  to  flex  the  foot  on  the  leg  it  is  found  that  there 
is  a  point  beyond  which  this  movement  cannot  be  carried : 
the  bon(  s  appear  to  come  to  a  deadlock,  and  every  effort  to 
overcome  this  has  failed. 

Remarhs. — 'ihe  main  interest  in  this  case  attaches  to  the 
way  in  which  the  reduction  of  the  dislocation  was  effected 
and  the  satisfactory  results  which  were  obtained.  Those 
surgeons  who  have  paid  much  attention  to  the  subject  of 
dislocation  of  the  astragalus  must  have  been  struck  by  the 
great  difference  there  is  in  different  cases  as  to  the  ease  with 
which  reduction  can  be  effected.  I  have  seen  a  dislocation 
of  the  astragalus  which  was  reduced  simply  by  slight  exten- 
sion, combined  with  pressure  of  the  thumb  on  the  projecting 
head  of  the  bone,  after  the  patient  had  been  placed  under 
chloroform.  But,  on  the  other  hand,  it  must  be  confessed 
that  in  the  majority  of  cases  the  very  greatest  difiiculty  is 
experienced,  and  in  many  instances  the  attempt  has  had  to 
be  abandoned,  all  efforts  at  reduction  having  failed.  Of 
course  there  must  be  some  reason  for  this.  Probably  in 
some  instances  it  is  due  to  the  fact  that  one  or  other  of  the 
tibial  tendons  becomes  displaced  behind  the  head  of  the 
astragalus,  and  thus  embraces  the  neck  of  the  bone,  and  so 
forms  a  formidable  impediment  to  reduction.  I  think  the 
case  I  have  just  read  suggests  another  cause  of  the  difiiculty, 
and  the  means  which  may  be  resorted  to  for  overcoming  it. 
It  is  that  the  sharp  posterior  margin  of  the  astragalus 
becomes  wedged  in  the  fossa  or  groove  between  the  articu- 
lating facets  on  the  upper  surface  of  the  os  calcis,  and  at  the 
same  time  the  under  surface  of  the  neck  of  the  astragalus 
rests  upon  the  sharp  posterior  margin  of  the  scaphoid  where 
the  superior  joins  the  posterior  concave  surface  of  that  bone. 
Upon  examining  the  dry  bones  it  will  be  seen  that  the  glo- 
bular head  of  the  astragalus  terminates  below  in  a  very 
abrupt  margin,  where  it  is  connected  to  the  constricted  neck, 
and  that  the  articular  surface  extends  to  a  much  lower  level, 
especially  at  the  outer  part,  than  the  rest  of  the  anterior 
portion  of  the  bone ;  so  that  immediately  behind  the  head 
there  is  a  deep  depression,  bounded  in  front  by  the  sharp 
margin  of  the  articular  surface.  It  will  be  noted  also  that 
the  posterior  superior  margin  of  the  scaphoid  is  particularly 
prominent,  in  consequence  of  the  posterior  surface  of  that 
bone  being  hollowed  out  into  a  deep  concave  fossa  for  the 
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reception  of  the  heatl  of  the  astragalus.  It  will  be  readily 
seen,  then,  that  if  the  posterior  margin  of  the  astragalus  be 
wedged  in  the  groove  between  the  articular  facets  on  the 
upper  surface  of  the  calcis,  and  the  constricted  neck  of  the 
same  bone  be  locked  by  the  sharp  posterior  superior  border  of 
the  scaphoid,  it  would  constitute  a  very  material  obstacle  to 
the  return  of  the  bone  to  its  natural  situation. 

I  am  speaking  now  simply  of  suhastragaloid  dislocations 
(as  they  were  first  called,  I  believe,  by  Broca)  where  the 
whole  of  the  tarsal  bones,  with  the  exception  of  the  astra- 
galus, are  displaced  outwards  or  inwards  from  this  bone, 
which  remains  in  situ,  in  contact  with  the  tibia  and  fibula. 
In  these  cases  the  foot  is  not  only  displaced  laterally  but 
also  backwards,  and  it  is  easy  to  understand,  by  an  exami- 
nation of  the  dry  bones  of  the  foot,  how,  if  the  rest  of  the 
tarsal  bones  are  carried  outwards  and  backwards  from  the 
astragalus,  this  bone  becomes  fixed  in  the  manner  I  have 
attempted  to  describe.  That  this  really  does  actually  occur 
in  some  cases  is  proved  by  a  preparation  in  the  museum  of 
St.  George's  Hospital,  in  which  reduction  could  not  be 
effected,  and  in  which  subsequent  sloughing  of  the  skin 
necessitated  amputation.  It  was  from  taking  this  view  of 
the  case  that  Mr.  Henry  Lee  suggested  the  plan  of  treatment 
which  succeeded  in  effecting  a  reduction  after  all  the  pre- 
scribed modes  of  proceeding  had  entirely  failed. 

If  the  tibia  is  fixed  by  the  surgeon's  knee,  the  astra- 
galus, which  is  connected  with  it,  is  also  fixed.  The  other 
bones  of  the  tarsus  may  then  be  drawn  forwards ;  and  the 
astragalus  being  freed  from  the  position  in  which  it  is  locked, 
by  turning  the  foot  alternately  outwards  and  inwards  the 
reduction  of  the  dislocation  is  effected. 

The  success  which  attended  this  case  would  encourage 
us  to  believe  that  we  have  a  simple  and  efficient  means  for 
reducing  some  of  those  cases  of  suhastragaloid  dislocations, 
where  the  bones  of  the  tarsus  are  displaced  backwards,  by 
making  extension  forwards,  and  at  the  same  time  fixing  the 
bones  of  the  leg.  The  value  of  this  forward  extension  is 
admirably  shown  in  a  case  recorded  by  Mr.  Hancock,  where 
pressure  of  the  surgeon's  knee  against  the  outer  edge  of 
the  foot  was  tried,  and  extension  was  made  with  pulleys 
without  success.  Some  days  later  an  apparatus  was  made 
for  the  purpose  of  holding  the  foot  firmly  during  the  exten- 
sion. The  pulleys  were  now  again  applied  and  extension 
kept  up  for  an  hour  and  a  quarter ;  no  effect,  however,  was 
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produced  until  arrangements  were  made  to  draw  the  foot 
forwards  and  to  press  the  tibia  backwards,  when  the  bones 
immediately  returned  into  their  places. 

As  far  as  I  know  this  is  the  only  case  on  record  where 
forward  traction  has  been  employed,  its  object  being  to  get 
the  convex  head  of  the  astragalus  to  recede  into  the  cup- 
shaped  cavity  on  the  posterior  surface  of  the  scaphoid,  and 
it  seems  to  me  that  it  is  a  plan  which  should  always  be  tried 
in  these  cases  before  more  serious  measures  are  contem- 
plated; the  simplicity  of  the  mechanical  means  adopted, 
although  not  hitherto,  I  believe,  suggested,  being  an  addi- 
tional argument  in  their  favour. 


XXVII. — A  Case  of  Gunshot  Wound.  By  E.  Adam. 
Communicated  by  A.  Hewan,  M.D.  Read  January 
23,  1880. 

IN  1862,  A.  B.,  a  ship's  carpenter,  set.  about  37,  a  tall, 
stout  man,  of  temperate  habits,  was  shot  by  a  ship's  cap- 
tain in  a  row  on  board  a  palm-oil  trading  ship  at  anchor  in 
a  river  on  the  West  Coast  of  Africa.  The  bullet  was  fired 
from  a  large  Colt's  revolver,  at  a  distance  of  about  five  yards, 
at  10  P.M.  Immediately  the  report  was  heard  the  carpenter 
gave  a  loud  shriek,  clasped  his  hands  over  his  breast,  and 
rushed  across  the  deck  into  the  forecastle,  exclaiming,  '  I'm 
shot ;  fetch  the  doctor.'  I  was  standing  close  to  the  captain 
at  the  moment  of  the  occurrence,  and  instantly  followed  the 
wounded  man.  He  was  lying  on  the  floor  of  the  forecastle 
deck,  and  as  soon  as  he  saw  me  said  he  was  done  for,  and 
felt  in  a  dying  state.  Collapse  came  on  rapidly,  although 
there  was  little  or  almost  no  external  hsemorrhage.  I  made 
an  examination  of  the  chest,  and  found  the  entrance-wound 
of  bullet  above  left  nipple,  between  the  third  and  fourth  ribs. 
A  bed  was  prepared  on  the  main  deck,  and  to  this  he  was 
removed  as  soon  as  he  had  taken  a  dose  of  brandy  and  lauda- 
num. The  surgeon  of  a  neighbouring  vessel  had  meantime 
been  sent  for,  and  on  his  arrival  T  made  a  careful  search  for 
the  bullet.  It  was  found  on  the  inner  edge  of  the  scapula 
at  a  point  opposite  to,  but  on  a  somewhat  lower  level  than, 
the  point  of  entrance,  projecting  under  the  skin  of  the  back, 
which  was  extremely  thick.  There  was  a  large  patch  of 
emphysema  all  round  it,  extending  up  to  the  level  of  the 
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shoulder-joint  and  towards  the  spine.  As  we  turned  the 
patient  over  he  began  to  cough,  and  brought  up  a  large 
quantity  of  blood,  clear  and  frothy,  and  evidently  from  a 
pulmonary  vessel.  It  was  decided  to  remove  the  bullet,  and 
this  was  done  by  means  of  a  long  incision,  sufficient  to 
admit  two  fingers.  The  operation  was  performed  rapidly, 
and  with  little  difficulty.  A  conical  ball  of  lead,  grooved  at 
the  tip,  as  if  it  had  struck  a  hard  substance  in  its  passage, 
was  extracted.  The  operation- wound  was  treated  as  a  simple 
incised  one,  with  one  strapping.  The  vround  of  entrance 
was  covered  with  cold-vvrater  dressing.  There  was  grave 
collapse,  but  the  patient  was  well  watched,  and  encouraged 
by  the  constant  presence  of  the  doctor.  During  the  first  twenty- 
four  hours  brandy  (with  laudanum)  was  given  pretty  freely, 
but  after  this  time  very  sparingly.  The  laudanum  was  con- 
tinued for  a  week  or  ten  days.  It  appeared  to  answer 
admirably,  soothing  the  patient  into  a  state  of  happy  in- 
difference and  freedom  from  pain  and  anxiety.  The  blood 
from  the  lungs  gradually  diminished,  there  was  scarcely  any 
direct  pain  after  the  first  day  or  two,  and  at  the  end  of  a 
fortnight  the  patient  was  in  a  condition  of  absolute  safety. 
It  should  be  noted  that  he  was  well  fed  with  soup  and  mut- 
ton-tea, and  was  allowed  to  drink  cold  water  freely.  At  the 
end  of  about  six  weeks  he  was  transferred  to  a  homeward- 
bound  ship,  and  arrived  safe  and  well  in  Liverpool.  I  heard 
of  him  three  years  later  as  being  alive,  well,  and  able  to  make 
long  sea-voyages  as  well  as  any  man.  I  offer  no  comment  on 
this  case  further  ihan  to  say  that  the  treatment  was  the  best 
that  could  be  adopted  under  the  circumstances.  It  was  very 
rough,  very  unscientific,  yet  very  successful. 


XXVIIL — A  Case  of  Pyelitis.  Discharge  of  Pus.  In- 
cision in  the  Loins.  Recovery.  By  S.  0.  Habershon, 
M.D.,  and  N.  DAvms-CoLLEr.  Read  January  23, 
1880. 

Arp  set.  28,  was  admitted  into  Guy's  Hospital,  under 
I  ±  »,  Dr.  Habershon's  care,  January  29,  1879.  He  was 
a  delicate-looking  man,  by  trade  a  carman  ;  his  mother  and 
four  brothers  were  stated  to  have  died  from  phthisis.  Four 
months  before  admission  he  first  noticed  blood  in  his  urine, 
and  he  then  experienced  pain  at  the  end  of  the  penis  during 
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micturition.  For  some  time  previously  he  had  had  pain  in 
the  left  arm,  left  side,  and  thigh,  extending  down  the  inner 
part  of  the  limb  to  the  knee.  The  blood  passed  was  mixed 
with  the  urine,  and  gave  to  it  the  appearance  of  light  red 
port  wine.  He  did  not  pass  any  clots.  About  a  month  after 
passing  blood  he  noticed  a  swelling  in  his  left  loin,  which 
increased  till  it  reached  the  size  of  a  goose's  egg.  The 
severity  of  the  pain  compelled  him  to  remain  in  bed.  He 
stated,  that  one  night  the  swelling  burst ;  that  it  suddenly 
disappeared  ;  and  that,  he  then  passed  about  half  a  pint  of 
pus  with  his  urine,  and  continued  passing  a  little  pus  at  the 
end  of  micturition  for  three  or  four  weeks  ;  the  urine  was  of 
a  yellowish  colour.  During  the  formation  of  the  swelling  the 
bowels  were  confined  for  a  fortnight,  but  afterwards  dia- 
rrhoea came  on.  On  admission,  the  patient  appeared  ill  and 
distressed  ;  his  sleep  was  disturbed ;  he  rested  on  his  back, 
but  movement  gave  pain ;  there  was  occasional  nausea ;  the 
tongue  was  red  and  dry,  the  bowels  regular;  the  abdomen 
was  rigid,  especially  on  the  left  side,  and  he  complained  of 
pain  when  the  slightest  pressure  was  made  on  the  left  loin ; 
there  was  dulness  on  percussion  in  the  left  lumbar  region 
from  the  eighth  rib  to  the  crest  of  the  ilium,  but  the  dulness 
did  not  reach  to  the  middle  line ;  there  was  also  fulness  at 
the  part,  but  no  defined  tumour  could  be  made  out.  The 
voice  was  weak,  respiration  harsh  at  the  right  apex ;  no 
dulness  at  the  apices  of  the  lungs,  but  there  was  duhiess  at 
the  left  base,  and  there  was  absence  here  of  breath-sounds — 
respiration  36  per  minute ;  the  pulse  was  increased  in  fre- 
quency and  feeble ;  the  urine  was  clear,  sp.  gr.  1022,  and 
free  from  pus,  blood,  albumen,  sugar,  and  phosphates ;  it 
contained  a  few  squamous  epithelial  casts.  The  evening 
temperature  was  102°.  Morphia  was  given  to  relieve  the 
pain.  It  was  thought  desirable,  from  the  distressed  and 
feverish  state  of  the  patient,  to  relieve  the  lumbar  swelling ; 
the  malady  was  regarded  as  disease  of  the  pelvis  of  the  left 
kidney,  and  was  thought  to  be  of  a  strumous  character  set- 
ting up  suppuration,  but  it  was  doubtful  whether  there  had 
been  tubercular  mischief  at  the  commencement,  and  the 
symptoms  did  not  indicate  calculus.  On  February  8th  a  fine 
trochar  and  canula  were  introduced  into  the  swelling  through 
the  left  loin.  Six  ounces  of  a  clear  light  green  fluid  were 
drawn  off,  and  this  was  followed  by  about  2  oz.  of  pus. 
There  was  a  fetid  smell;  the  fluid  was  of  sp.  gr.  1025; 
when  boiled  it  became  nearly  solid;  it  contained  no  urea  nor 
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uric  acid,  no  hydatid,  but  only  pus  cells  and  i5brine.  On  tbe 
10th  there  was  a  good  deal  of  perspiration,  the  dulness  was. 
less  extensive,  and  there  was  less  febrile  excitement.  On 
Febniary  14th  the  temperature  was  high,  the  abdomen 
flaccid,  and  the  tumour  was  distinctly  felt.  Mr.  Davies- 
CoUey  made  an  incision  under  carbolic  acid  spray  in  the  left 
loin,  about  3  inches  in  length,  just  beyond  the  edge  of  the 
quadratus  lumborum  muscle;  a  firm  thick- walled  fluctuating 
tumour  was  found,  pus  having  escaped,  when  a  grooved 
needle  was  introduced.  Mr.  Colley  made  a  larger  opening, 
and  nearly  two  pints  of  pus  mixed  with  a  little  blood  were 
discharged.  The  abscess  extended  beneath  the  ribs  to  about 
the  eighth  rib,  and  downwards  about  2  inches  below  the 
crest  of  the  ilium,  forward  to  the  edge  of  the  rectus  muscle ; 
the  walls  of  the  sac  were  lined  with  calcareous  material,  but 
no  calculus  was  felt.  A  tube  8  inches  in  length  was  intro- 
duced, and  the  wound  dressed  with  gauze  in  the  antiseptic 
manner.  The  fluid  gave  a  slight  effervescence  with  the  hypo- 
bromite  solution,  but  no  crystals  of  nitrate  of  urea  could  be 
obtained  by  nitric  acid.  Quinine  was  continued.  The  im- 
provement of  the  patient  was  uniform,  the  pain  and  perspi- 
ration ceased,  and  the  discharge  lessened.  On  February 
27th,  3  inches  of  the  drainage  tube  were  removed ;  at  the 
base  of  the  left  lung  there  was  still  slight  bronchophony  and 
prolonged  expiratory  murmur.  On  March  21st  the  patient 
was  feverish,  temperature  102°;  the  drainage  tube  had  been 
removed,  and  the  wound  had  healed ;  but  Mr.  Colley  again 
opened  the  wound,  and  evacuated  an  ounce  of  pus. 

From  that  time  the  patient  continued  to  improve,   the 
discharge  gradually  lessening,  but  he  remained  in  the  hos- 
pital till  May  15th.     The  sinus  was  still  kept  open,  and  he  ' 
was  directed  to  come  to  the  hospital  every  third  day,  to  have 
the  side  dressed. 

Remarks. — The  family  history  and  the  appearance  of  this 
patient  suggested  the  probability  of  tubercular  disease  or 
caseous  degeneration,  and  the  discharge  of  blood  directed 
attention  to  the  kidneys.  It  was  less  easy  to  give  a  decided 
opinion  as  to  the  cause  of  the  haemorrhage.  The  absence  of 
thoracic  disease  removed  passive  congestion  from  among  the 
causes  of  the  complaint.  There  was  no  history  of  any  blow 
or  fall,  and  no  proof  of  cancerous  disease.  The  pain  at  the 
end  of  the  penis  and  during  micturition  was  indicative  of 
vesical  irritation  as  from  a  calculus,  but  these  symptoms 
were  only  transient,  and  it  was  thought  probable  that,  if  any 
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portion  of  gravel  liad  passed  into  the  bladder,  it  had  been 
quickly  discharged.     Two  other  modes  of  explanation  sug- 
gested themselves  to  account  for  the  hsematuria  and  subse- 
quent discharge  of  pus  and  enlargement  of  the  kidney,  for 
the  swelling  in  the  left  loin  was  regarded,  and  correctly  so, 
as  a  distended  pelvis  of  the  kidney ;  the  one  was  that  a  cal- 
culus bad  blocked  up  the  ureter,  and  had  led  to  distention 
and  suppuration  in  the  pelvis  of  the  kidney,  and  the  other, 
that  tubercular  disease  or  caseous  inflammation  of  the  gland 
had   been   followed   by   chronic    suppurative  pyelitis.     The 
roughened  semi-calcareous  state  of  the  diseased  pelvis  of  the 
kidney  when  the  finger  was  passed  in  through  the  incision 
showed,  that  this  latter  supposition  was  probably  correct; 
and  no  calculus  could  be  felt.     The  patient  was  very  ill  on 
admission ;  he  was  feverish  and  in  constant  pain  and  dis- 
tress ;  there  was  hectic,  and  his  strength  was  rapidly  failing ; 
and  nothing   could   be  more   marked   than   the  relief  and 
almost  daily  improvement  after  the  free  evacuation  had  been 
made  by  Mr.  Davies-Colley.    If  the  operation  had  been  post- 
poned I  have  no  doubt  the  man  would  soon  have  become 
exhausted ;  and  the  operation  might,  I  believe,  be  more  fre- 
quently resorted  to  in  these  cases  with  benefit,  and  with  the 
saving  of  life.     It  would  have  been  well,  if  the  whole  gland 
could  have  been  safely  removed,  for  it  had  become  the  mere 
cyst  of  a  chronic  abscess,  and  it  formed  a  persistent  source 
of  irritation.     From  the  large  size  of  the  abscess,  it  may  be 
doubted  whether  the  suppuration  was  not  external  to  the 
gland,  but  it  is  well  known  that  the  pelvis  of  the  kidney  may 
attain  to  enormous  proportions.     Some  years  ago  a  man  was 
under  my  care  in  the  Hospital  who  from  the  age  of  sixteen 
or   seventeen  had  suffered  from  periodic  discharges  of  pus 
from  the  bladder;  the  discharge  of  pus  being  preceded  by 
the  formation  of  a  large  projecting  sac  extending  from  the 
ribs  to  the  iliac  fossa  on  the  right  side.     It  was  found  after 
death  that  a  calculus  had  blocked  up  the  ureter  on  the  right 
side,  and  that  pus  had  collected  in  the  distended  pelvis  of 
the  kidney  so  as   to    attain   to  several  pints   in  quantity. 
When  the  distention  became  excessive  there  was  a  sudden 
discharge,  and  the  swelling  subsided,  for  the  distention  of 
the  ureter  having  become  greater  than  the  obstructing  cal- 
culus, the  passage  was  then  free.     These  attacks  recurred, 
sometimes  at  intervals  of  several  years,  and  the  patient  lived 
to  the  age  of  64  years.  He  died  in  Guy's  from  cancerous  dis- 
ease at  the  upper  part  of  the  remains  of  the  kidney  on  that 
side. 
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Mr.  N.  Davies-Oolley.— I  have  but  little  to  add  to  Dr. 
Habershon's  report.  The  character  of  the  abscess-cavity 
seemed  to  me  to  indicate  that  it  was  formed  by  the  dilated 
pelvis  of  the  kidney.  It  consisted  of  a  number  of  smooth- 
walled  compartments,  freely  communicating  with  each  other, 
and  partially  separated  by  ridges,  which  were,  most  of  them, 
encrusted  with  a  calcareous  deposit.  With  the  exception  of 
a  short  period,  during  which  pyrexia  returned  from  the  too 
early  removal  of  the  tube,  the  patient's  progress  to  recovery 
was  steady.  He  wore  the  tube  for  a  month  after  he  left  the 
Hospital,  on  May  15.  The  discharge  at  first  increased,  pro- 
bably from  the  discontinuance  of  the  antiseptic  treatment. 
It  then  gradually  diminished,  and  finally  ceased  altogether 
at  the  end  of  October.  His  general  health  was  good,  but  he 
had  to  be  careful  about  his  diet.  Meat  made  him  sick,  so 
that  he  lived  chiefly  upon  bread  and  milk.  On  November  5, 
when  I  last  saw  him,  the  wound  had  been  quite  healed  for 
two  weeks,  and  there  were  no  signs  of  any  abdominal  tumour, 
although  I  examined  him  carefully  in  the  lecumbent  posture. 


XXIX. — A  Case  of  Chylous  Urine ^  after  Ague  in  India. 
Albuminuria.  Cessation  of  Chylous  Urine.,  with  the 
development  of  Glycosuria  and  Polyuria.  By  S.  O. 
Habershon,  M.D.     Read  January  23,  1880. 

ELIZA  McC,  aet.  59,  was  in  India  from  the  age  of  two 
years  till  she  was  forty ;  then,  after  a  stay  of  two  years 
in  England,  returned  to  India  for  ten  years  more.  She  had 
had  twelve  children,  being  married  when  about  fifteen  years 
of  age,  and  at  sixteen  years  of  age  she  had  her  first  attack 
of  ague,  and  afterwards  had  repeated  attacks  before  she  left 
India.  For  three  years  she  had  noticed  her  urine  to  be  white 
like  milk,  and  very  thick ;  this  condition  continued  till  ad- 
mission into  Guy's  Hospital,  on  July  12th,  1876.  Her  ankles 
and  legs  became  swollen  during  the  day.  For  three  months 
her  sight  had  failed,  and  objects  appeared  misty.  The 
patient  appeared  healthy ;  there  was  no  evidence  of  disease 
of  the  lungs  or  heart,  nor  in  the  abdomen  could  anything 
abnormal  be  detected,  except  that  the  liver  could  be  felt  two 
inches  below  the  ribs ;  the  tongue  was  red  and  dry,  the  appe- 
tite good ;  there  was  great  thirst.  The  urine  had  sp.  gr.  of 
1025;  it  was  milky  in  appearance,  and  it  contained  both 
albumen  and  sugar.    Opium   and  quinine  were  given.     On 
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July  18th  it  was  found  that  the  urine  which  was  passed  before 
breakfast  was  lighter  in  colour,  but  that  passed  afterwards 
was  opaque  and  milky ;  the  quantity  was  nearly  five  pints. 
She  was  placed  on  the  restricted  diet  for  diabetic  patients, 
and  gluten  bread  was  given.  The  urine  remained  milky,  but 
the  sugar  lessened,  and  on  July  28th  and  31st  was  absent.  On 
August  2nd  the  urine  was  still  milky,  and  was  described  as 
in  '  lumps  like  jelly.' 

On  August  7th  the  quantity  of  urine  passed  was  4  pints 
12  oz.,  but  it  was  free  from  sugar.  Various  specimens  of 
urine  and  of  her  blood  were  examined  for  filarise,  but  none 
were  found.  When  allowed  ordinary  diet  the  sugar  returned. 
On  August  23rd  the  urine  passed  before  breakfast  was  quite 
clear,  and  free  from  sugar,  though  it  contained  a  small  quan- 
tity of  albumen ;  but  that  during  the  rest  of  the  day  was  milky, 
and  became  gelatinous  on  standing.  On  September  20th  there 
was  no  sugar  in  the  urine,  its  sp.  gr.  1020 ;  but  the 
sugar  returned  after  the  allowance  of  ordinary  bread.  On 
October  10th  Mr.  Higgens  found  opacity  of  the  lenses,  and 
on  the  17th  performed  iridectomj'-  on  the  left  eye.  November 
11th  the  urine  passed  after  breakfast  became  clear;  loch 
it  was  clear,  of  sp.  gr.  1012,  free  from  albumen,  but  con- 
tained sugar.  About  4^  pints  of  urine  were  passed  during 
the  day.  When  the  ordinary  bread  was  allowed  the  sugar  in- 
creased ;  and  on  November  23rd  the  sp.  gr.  was  only  1010,  but 
the  urine  still  contained  sugar.  On  December  2nd  she  passed 
9  pints  of  urine  in  the  twenty-four  hours,  clear  and  pale, 
sp.  gr.  1010;  it  was  free  from  albumen,  but  contained  sugar. 
On  the  19th  8^  pints  of  urine,  sp.  gr.  1014;  contained  242 
grains  of  sugar.  On  January  6th,  10  pints  of  urine  were 
passed,  of  sp.  gr.  1008,  and  a  small  quantity  of  sugar  was 
present.  The  tincture  of  iron  was  prescribed,  and  afterwards 
ammonia  with  laudanum.  During  the  whole  of  January  the 
urine  was  about  the  same,  clear,  8  to  10  pints  in  quantity, 
sp.  gr.  1010  to  1012,  and  it  contained  sugar.  On  January 
27th  there  were  1,800  grains  of  sugar  found. 

On  February  5th  she  passed  9  pints,  sp.  gr.  1010,  and 
after  fermentation  the  sp.  gr.  was  1006,  or  about  730  grains 
of  sugar.  She  remained  in  the  Hospital  till  February  21st; 
her  general  health  had  improved,  the  chylous  urine  had 
ceased,  the  albumen  had  also  disappeared,  but  the  urine  con- 
tinued of  low  sp.  gr.,  and  it  contained  sugar.  On  February 
17th  it  was  9  pints,  of  sp.  gr.  1014. 

BemarJcs. — This  case  was  one  of  chylous  or  lymphous 
urine,  for  there  was  spontaneous  coagulation,  but  it  was  asso- 
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ciated  with  glycosuria.  Albumen  soon  disa-ppeared,  bat  the 
sugar  remained ;  at  first  the  sugar  ceased  when  the  diet  was 
restricted,  but  it  afterwards  became  more  decided  and  per- 
manent. Search  was  made  many  times  for  filarise,  but  none 
could  be  detected  in  the  blood  after  careful  microscopical 
examination.  In  recorded  cases  of  chylous  urine  the  con- 
dition has  been  referred  to  change  in  some  of  the  lymphatic 
vessels  connected  with  the  kidney ;  but  its  association  in  this 
instance  with  glycosuria  suggested  the  idea  that  both  con- 
ditions— the  presence  of  chyle  and  of  sugar  in  the  urine — 
might  be  referred  to  change  in  the  liver.  Of  the  hepatic 
disease  there  was  no  positive  proof,  and  the  connection  with 
the  liver  must  be  regarded  as  conjectural — at  any  rate,  as 
regards  the  chylous  state. 


XXX. — A  Case  of  Traumatic  Salivary  Fistula.  Treated 
by  passing  a  fine  catgut  bougie  from,  the  mouth  along 
Stenson's  Duct.  Recovery.  By  Henky  Morris. 
Read  February  13,  1880. 

JOHN  A.,  a  shoemaker,  was  admitted  into  the  Middlesex 
Hospital  on  June  24,  1879.  He  had  been  drinking  with 
other  men  of  his  craft  in  a  public -house,  when  a  dispute  on 
trade  politics  arose  between  him  and  a  non-unionist.  Hard 
words  led  up  to  harder  blows,  and  in  their  encounter  the  non- 
unionist  stabbed  A.  in  several  places  with  a  shoemaker's 
knife. 

On  admission  the  patient  was  bleeding  from  a  wound  in 
the  right  occipital  region,  and  from  another  nearly  vertical 
in  direction,  and  about  2  inches  long,  on  the  right  cheek. 
There  were,  besides,  other  superficial  wounds  on  the  right  arm 
and  left  forearm.  The  wounds  were  at  once  dressed  by  Mr. 
James,  the  house  surgeon,  and  the  man  was  admitted  into 
the  male  accident  ward. 

All  went  well,  and  on  June  28  the  patient  was  reported 
to  me  as  fit  to  leave ;  but  before  discharging  him  I  made  an 
examination  of  the  injured  parts,  and  found  all  the  wounds 
healed  except  a  small  portion  of  the  scalp  incision  and  a 
narrow  sinus  at  the  lower  end  of  the  cut  in  the  face.  From 
the  latter  a  clear  fluid,  obviously  saliva,  was  trickling.  The 
patient  now  stated  that  since  the  assault  the  right  side  of 
his  mouth  had  felt  very  hot  and  dry,  and  that  he  was  con- 
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tinually  moistening  it  by  conveying  with  his  tongue  the 
water  from  the  right  side  over  to  the  left  side  of  his  mouth. 
It  was  quite  evident  from  these  symptoms,  and  from  the 
position  of  the  wound,  that  the  parotid  duct  had  been  injured  ; 
but,  as  the  mucous  surface  of  the  cheek  had  not  been  pene- 
trated, it  was  hoped  that  part  at  least  of  the  circumference 
of  the  duct  might  have  escaped,  and  that  a  fine  probe  or 
bougie  could  be  pushed  along  it  as  far  as  the  gland  from  the 
natural  orifice  of  Stenson's  duct  in  the  cheek ;  for  I  thought 
that  by  thus  maintaining  the  patency  of  the  canal  a  constant 
flow  of  saliva  alongside  of  the  bougie  would  be  kept  up 
until  the  fistula  had  closed.  A  fine  catgut  bougie  was,  there- 
fore, inserted  from  the  mouth  and  urged  gently  onwards  ;  but 
instead  of  following  the  course  of  the  duct  beyond  the  line 
of  the  wound  its  point  emerged  at  the  fistula.  As  the  man 
was  very  sensitive  to  pain  a  little  chloroform  was  given,  the 
newly-healed  part  of  the  Avound  laid  open,  and  the  proximal 
end  of  the  salivary  duct  searched  for.  It  was  found,  aiter 
squeezing  the  parotid  gland  until  a  little  saliva  oozed  from 
it,  at  the  lower  part  of  the  wound.  Into  it  the  point  of  the 
bougie  was  inserted  and  pushed  towards  the  parotid  gland 
for  about  half  an  inch.  This  done  the  edges  of  the  wound 
were  brought  together  by  three  harelip  pins  and  twisted 
sutures,  and  the  bougie  cut  short,  so  that  a  short  end,  not 
long  enough  to  be  caught  between  the  molar  teeth,  was  left 
protruding  into  the  mouth  from  the  slit-like  orifice  of  the 
duct. 

The  next  day  (June  29)  there  was  still  a  slight  flow  of 
saliva  from  the  lower  extremity  of  the  facial  wound  ;  but  the 
patient  felt  the  two  sides  of  his  mouth  exactly  the  same,  and 
could  distinctly  appreciate  the  trickling  of  fluid  into  his 
mouth  by  the  side  of  the  bougie. 

June  30. — The  upper  part  of  the  wound  had  quite  healed 
again,  but  a  little  pus-stained  saliva  flowed  from  its  lower 
end.  The  bougie  was  moved  slightly  backwards  and  forwards 
in  the  duct. 

July  4. — The  end  of  the  bougie  could  no  longer  be  seen ; 
the  patient  said  he  missed  it  in  the  night,  and  thought  it 
must  have  worked  out  into  his  mouth.  It  was  certainly  no 
longer  in  the  duct.  The  two  sides  of  his  mouth  feel  to  him 
the  same,  both  as  to  coolness  and  moisture.  Cotton-wool 
and  collodion  were  applied  over  the  lower  end  of  the  face 
wound,  as  a  little  saliva  still  escaped  from  it. 

9. — A  little  saliva  was  escaping,  both  when  eating  and 
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speaking',  through  the  anterior  hole  left  after  the  removal 
of  the  lowest  harelip  pin.  Cotton- wool  and  collodion  were, 
therefore,  applied  over  this  also. 

15. — The  dressing  was  quite  dry,  and  the  patient  was 
sure  that  no  saliva  had  escaped  on  to  the  face  for  twenty-four 
hours.  The  cotton-wool  and  collodion  were,  therefore,  dis- 
continued ;  but  the  patient  was  retained  in  hospital  until 
July  19,  when,  as  all  continued  quite  well,  he  was  discharged 
cured. 

Remarks. — Possibly  it  may  be  thought  that  the  simplicity 
of  this  case  almost  places  it  beneath  the  attention  of  the 
Clinical  Society ;  but,  as  salivary  fistulse  are  amongst  the 
most  annoying  consequences  of  wounds  of  the  face,  I  thought 
I  would  venture  to  bring  it  forward.  It  might  have  been 
supposed,  from  the  complete  cessation  of  the  flow  of  saliva 
into  the  affected  side  of  the  mouth,  that  the  distal  part  of  the 
parotid  duct  had  become  quite  closed ;  and,  therefore,  that 
an  artificial  communication  between  the  mouth  and  the 
proximal  end  of  the  duct  would  have  to  be  established,  after 
the  method  of  Desault,  or  by  some  modification  of  it.  The 
facility,  however,  with  which  in  this  case  a  bougie  was  passed 
along  the  duct  through  its  oral  aperture  encourages  one  to 
hope  that  the  same  may  be  done  in  many  cases  in  which,  at 
first  sight,  it  appears — either  from  the  length  of  time  the 
fistula  has  existed  or  from  all  the  saliva  escaping  through 
the  fistulous  opening — that  this  plan  would  be  impracticable. 
In  all  cases  of  salivary  fistula  it  seems  to  me  desirable  to 
make  an  attempt  to  re-establish  the  natural  channel  for  the 
saliva.  By  salivary  fistula  I  mean,  of  course,  a  fistula  of  the 
parotid  duct,  as  distinct  from  a  fistulous  communication  with 
the  parotid  gland  itself,  such  as  occasionally  follows  abscess 
below  or  behind  the  ear ;  and  also  as  distinct  from  an  open- 
ing into  the  cavity  of  the  mouth  such  as  sometimes  occurs 
after  necrosis  and  cancer  of  the  jaw. 

This  attempt  may  be  made  in  one  of  three  ways — either 
(1)  by  introducing  the  bougie  from  the  mouth  into  the  orifice 
of  the  duct  or  (2)  from  the  fistula,  after  enlarging  it,  if 
need  be ;  or  (3)  by  making  a  small  incision  through  the 
mucous  membrane  of  the  mouth  at  the  spot  where  the  pa- 
rotid duct  naturally  opens.  The  orifice  of  the  duct  is  its 
smallest  part,  and  after  long  disuse  may  become  closed  ;  but 
its  position  is  usually  distinctly  indicated  by  a  slight  eleva- 
tion of  the  mucous  membrane.  If  this  be  punctured  the 
dilated  part  of  the  duct,  which  as  it  pierces  the  buccinator 
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muscle  is  the  size  of  a  crowquill,  will  be  reached,  and  then 
the  bougie  might  be  successfully  passed  along  it  towards  the 
gland,  and  the  treatment  completed,  as  in  the  above  case. 

In  operations  for  the  removal  of  tumours  of  the  face, 
■when  an  incision  must  be  made  so  as  to  divide  the  duct,  it 
would  be  well  to  pass  a  parotid  bougie  whilst  the  patient  is 
still  under  chloroform,  so  that  the  patency  of  the  duct  and 
the  flow  of  saliva  might  be  secured  during  and  after  the 
healing  of  the  wound. 


XXXI. — A  Case  of  Sutural  Union  of  the  Median  Nerve 
in  the  lower  part  of  the  Forearm  five  Weeks  after  its 
Division  by  a  broken  ylass  Bottle,  followed  by  Return 
of  Function.     By  J.  W.  Hulke.     Read  February  13, 

isso. 

ON  June  14,  1879,  a  bottle-washer,  by  the  bursting  of  a 
Seltzer's  water-bottle,  received  a  deep  gash  across  the 
lower  part  of  the  flexor  side  of  the  right  forearm,  dividing 
several  tendons,  the  median  nerve,  and  the  radial  artery,  and 
laying  bare  the  pronator  quadratus  muscle. 

He  was  brought  directly  to  the  surgery  of  the  Middlesex 
Hospital,  where  the  bleeding  was  stopped  by  twisting  the 
ends  of  the  severed  artery ;  the  external  wound  was  closed 
with  sutures,  and  the  limb  was  fixed,  with  the  wrist  flexed, 
on  a  splint.  He  was  then  made  an  in-patient.  On  the  fol- 
lowing day,  when  I  first  saw  him  and  learned  the  nature  of 
his  injuries,  immediate  union  appeared  to  be  taking  place, 
which  made  me  reluctant  to  open  the  wound,  and  I  decided  to 
wait,  in  the  hope  that  the  ends  of  the  severed  nerve  might 
be  in  line,  not  far  asunder,  and  that  they  would  unite  with- 
out surgical  interference.  It  should  be  mentioned  that  the 
division  of  the  nerve,  reported  as  having  been  seen  in  the 
fresh  wound,  was  confirmed  by  the  perfect  insensibility  of  the 
surface  corresponding  to  the  distribution  of  the  nerve  below 
the  wound. 

The  expectation  of  immediate  union  of  the  wound  was 
not  realized.  Suppuration  ensued;  cicatrization  progressed 
very  slowly,  and  was  not  completed  before  the  second  week 
in  July. 

On  the  23rd  of  this  month,  the  wound  being  completely 
healed,  and  anaesthesia  continuing,  although  sufficient  time 
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liad  elapsed  since  the  injury  for  union  of  the  nerve,  had  it 
occurred,  to  have  manifested  itself  by  some  return  of  func- 
tion, it  was  thought  better  to  intervene.  Ether  was  given. 
An  Esmarch's  bandage  was  put  on.  The  two  ends  of  the 
severed  nerve  were  found  by  dissection,  and  connected  by 
four  fine  sutures  passed  through  the  sheath.  The  upper 
end,  bulbously  swollen,  was  bedded  in  a  mass  of  scar-tissue 
under  the  flexor  sublimis  digitorum  muscle.  The  lower  end 
had  retracted  under  the  annular  ligament,  from  beneath 
which  it  was  drawn  out ;  it  tapered  to  a  blunt  point.  The 
two  ends  were  separated  by  an  interval  of  |  inch,  and  this 
was  increased  by  about  ^  inch  removed  from  each  end  in 
order  to  obtain  two  fresh  plane  surfaces  at  90°  to  the  long 
axis  of  the  nerve.  By  drawing  down  the  upper  end  and 
flexing  the  hand  and  forearm  it  became  practicable  to  bring 
the  two  ends  into  contact.  The  hand,  forearm,  and  arm 
were  fixed  on  an  angular  splint  contrived  by  our  house 
surgeon,  Mr.  Hartley.  At  the  end  of  a  week,  having  to  leave 
town,  my  colleague,  Mr.  Clark,  watched  the  further  pro- 
gress of  the  case  for  me.  After  three  weeks  passive  move- 
ment of  the  wrist-joint  was  cautiously  begun,  and  on 
August  15  the  boy  became  an  out-patient.  A  note  made  at 
this  date  states  that  he  has  sensibility  in  all  the  parts  before 
numb,  except  the  two  distal  phalanges  of  the  index  and 
middle  fingers,  in  which  latter  he  says  he  has  a  creeping 
sensation.  On  the  20th  of  the  same  month  the  angular 
splint  was  replaced  by  a  straight  one  ;  September  12th,  sensi- 
bility was  found  to  have  returned  in  the  second  phalanx  of 
the  index  finger;  and  on  the  16th  the  only  parts  still  unable 
to  perceive  the  contact  of  a  blunt  point  lightly  pressed  on 
the  surface  were  the  terminal  phalanx  of  the  index  and  the 
terminal  and  middle  phalanges  of  the  middle  finger. 

Remarks. — With  such  a  degree  of  restoration  of  nerve 
function  in  so  short  a  time  we  may  reasonably  look  for 
further  improvement.  The  operation  has  not  only  been  suc- 
cessful as  regards  the  union  of  the  nerve,  but  it  has  afforded 
a  hint  in  the  direction  of  similarly  joining  severed  tendons 
when  these  have  failed  to  unite  through  the  accidental  inter- 
position of  other  structures  between  their  ends,  or  when  they 
have  been  dragged  out  of  line  by  shrinking  scars,  or  when 
each  end  has  become  separately  fixed  to  bone.  Before  the 
operation  on  the  nerve  the  long  flexors  were  almost  function- 
less  as  regards  the  fingers ;  in  the  dissection  their  severed 
ends  were  found  separated  by  a  long  interval,  and  fixed  by 
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scar.  The  dissection  for  finding  the  nerve,  which  was  im- 
bedded amongst  them,  necessarily  in  some  measure  set  free 
the  tendons,  and  the  subsequent  flexed  posture  of  the  hand 
and  forearm  favoured  their  joining.  That  this  in  some 
degree  occurred  is  shown  by  the  returning  mobility  of  ^the 
fingers,  which  augurs  well  for  the  recovery  of  a  useful  hand. 
Having  brought  the  subject  before  the  Society  so  recently 
as  last  session,  I  will  add  nothing  more  to  the  above  narra- 
tive than  the  remark  that  the  case  shows  the  propriety  of 
securing  divided  nerve  trunks  in  exact  apposition  by  sutures 
in  fresh  wounds.  Had  this  been  done  immediately  it  cannot 
be  doubted  that  a  better  result  would  have  been  obtained. 


XXXII.  —  A  Case  of  Exfoliation  and  Suppuration  of 
the  Nails,  of  uncertain  origin.  By  Alfred  Sangster, 
M.B.     Read  February  13,  1880. 

ELIZA  K.,  set.  7,  came  under  observation  at  Charing  Cross 
Hospital  October  16,  1879.  Her  mother,  who  accom- 
panied her,  was  healthy-looking.  She  had  had  seven  children. 
The  first  two  were  said  to  have  died  in  infancy  of  '  chest 
complaint.'  The  third  had  lumps  in  the  throat,  and  attended 
St.  Thomas's  Hospital,  where  they  were  painted  with  iodine. 
The  fourth  died  when  two  months  old  with  lumps  in  the 
throat;  this  child  was  said  to  have  snuffled,  and  to  have 
had  a  thick  discharge  from  the  nostrils,  so  that  it  could 
scarcely  suck  the  breast.  The  fifth,  living  now,  has  had 
lumps  in  the  throat.  The  sixth  is  the  patient ;  and  the 
seventh  and  last  is  living,  and  said  to  be  healthy.  The 
patient,  a  delicate-looking  little  girl,  was  brought  to  the 
hospital  for  the  peculiar  aft'ection  of  the  nails  about  to  be 
described,  and  ulcerative  stomatitis. 

The  terminal  phalanx  of  the  middle  finger  of  the  left 
hand  was  about  twice  its  natural  size,  but  red  and  very 
painful,  so  that  the  child  held  the  finger  with  the  other  hand 
in  a  vertical  position,  to  prevent  its  being  jarred ;  the  nail 
was  greenish-black,  curved  talon-wise,  and  raised  from  its 
bed,  from  which  oozed  a  very  fetid,  purulent  discharge  ;  the 
skin  in  the  immediate  neighbourhood  was  ulcerating.  The 
other  nails  showed  changes  such  as  may  be  seen  in  the 
accompanying  drawing ;  some  were  ridged  transversely,  and 
discoloured  at  the  distal  portions,  others  were  stunted  and 
misshapen,  evidently  new  nails.     Some  were  sepai'ated  from 
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their  beds,  half-way  towards  the  posterior  nail-fold.  A  piece 
of  paper  could  be  slipped  beneath  these,  showing  that  there 
was  no  heaping  up  of  epidermic  scales  between  the  nail  and 
its  bed.  The  separated  portion  of  nail  was  blackened  with 
dirt,  but  its  texture  appeared  unchanged.  The  toe-nails  had 
been  stunted  and  misshapen  for  some  time  ;  none  had  sup- 
purated. The  mother's  account  varied  in  detail  from  time  to 
time,  but  the  following  general  statement  is  probably  reli- 
able. The  child's  finger-nails  presented  no  unusual  appear- 
ance until  twelve  months  ago,  when  certain  of  those  on  the 
right  hand  gradually  turned  black — that  is  to  say,  they 
became  separated  from  their  beds  and  discolored  by  dirt ; 
when  the  blackened  portion  reached  the  posterior  nail-fold, 
suppuration  took  place,  the  nail  being  ultimately  shed  and 
replaced  by  a  new  one.  Three  or  four  nails  of  the  left  hand 
underwent  similar  changes,  but  no  symmetry  as  to  the  nails 
affected  could  be  traced.  Appearances  were  in  favour  of  the 
correctness  of  the  above  statement — one  nail  was  suppurat- 
ing when  the  patient  came  under  notice,  and  there  were 
others  in  which  the  nail  was  separated  from  its  bed ;  no 
fungus  was  found. 

Remarlcs. — The  disease  will  probably  be  accepted  as  dia- 
thetic, although  the  cause  is  obscure.  Syphilis  of  course  sug- 
gests itself,  but  there  was  no  evidence  obtained,  either  direct 
or  indirect,  excepting  the  mother's  statement  of  snufiSing  in 
one  of  the  children  (other  children  were  seen,  but  not  the 
father).  Mr.  Waren  Tay  kindly  examined  the  patient's  eyes 
for  me,  but  with  a  negative  result. 

The  next  cause  to  be  thought  of  is  the  dartrous  ten- 
dency [i.e.  liability  to  eczema,  psoriaris,  &c.).  Here  again 
the  evidence  is  entirely  negative.  Mr.  Hutchinson,  who 
has  written  upon  the  affections  of  the  nails  of  dartrous 
origin,  lays  stress  upon  the  symmetry  of  the  disease  and 
the  heaping  up  of  epidermis  between  the  nail  and  its 
bed.  The  only  case  I  have  been  able  to  find  resembling 
that  reported  is  one  mentioned  by  Mr.  Hutchinson  in  his 
article  upon  dartrous  affections  of  the  nails  ('  Lectures  on 
Clinical  Surgery,'  Vol.  I.  Part  1)  :  '  Some  of  tlie  nails  were 
scarcely  thickened,  but  simply  opaque  and  non- adherent  to 
the  bed.  There  was  a  space  between  the  nail  and  its  bed 
into  which  a  slip  of  paper  might  be  passed  for  a  considerable 
distance.  Under  the  loose  nail  the  bed  was  dry  and  horny, 
but  there  was  no  tendency  to  epidermic  accumulation.' 
Although  there  was  no  proof  of  the  existence  of  the  dartrous 
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diathesis,  Mr.  Hutchinson  considered  this  case  as  one  allied 
to  psoriasis.  The  suppuration  present  in  my  own  case  was 
probably  secondary,  being  caused  by  the  accumulated  dirt, 
and  perhaps  in  some  instances  by  the  contagion  of  pus. 


XXXIII. — Two  Cases  of  Popliteal  Aneurism^  cured  by 
the  application  of  EsmarcKs  Bandage.  By  Cheisto- 
PHER  Heath.     Read  February  13,  18S0. 

Case  I. 

DAVID  DAYIS,  set.  32,  a  coal-miner,  was  admitted  to 
University  College  Hospital,  under  Mr.  Heath's  care, 
October  22,  1879,  suffering  from  an  aneurism  of  the  right 
popliteal  artery. 

Whilst  following  his  employment  as  a  miner,  he  had 
often  to  work  in  a  '  cramped '  position — resting  on  his  toes, 
his  knees  and  hips  being  flexed — during  many  hours  of  the 
day,  when  the  height  of  the  'working'  did  not  admit  of  his 
standing  or  kneeling.  No  history  of  injur}',  unwonted  strain, 
or  of  syphilis,  could  be  obtained,  nor  were  there  any  external 
evidences  of  the  latter  disease.  During  the  last  two  years 
'  times  had  been  hard  with  him,'  but  he  appeared  to  have 
been  a  sober  man. 

The  aneurism  commenced  about  ten  weeks  before  his  ad- 
mission to  the  Hospital,  with  '  pain '  in  the  right  popliteal 
space,  when  pushing  a  loaded  waggon  before  him,  or  other- 
wise straining  at  his  work.  Shortly  afterwards  he  noticed  a 
'  swelling '  which  gradually  enlarged,  being  about  the  size  of 
a  hen's  e^^  when  admitted.  He  suffered  severe  pain  at  times, 
and  especially  at  night. 

The  tumour  presented  all  the  characteristic  signs  of  an 
aneurism  of  the  popliteal  artery.  The  right  posterior  tibial 
pulse  was  not  perceptible,  that  of  the  left  being  very  in- 
distinct. The  brachial  artery  at  the  bend  of  the  elbow  was 
visible  and  locomotive,  and  there  was  slight  epigastric 
pulsation.  Heart  sounds  were  weak,  but  otherwise  normal, 
except  the  first  sound  at  the  apex,  which  was  distinctly  pro- 
longed. Lungs,  emphysematous.  In  other  respects  the 
patient's  health  was  good. 

On  October  25th,  the  right  knee  was  flexed  and  retained  in 
that  position  for  six  hours,  a  hypodermic  injection  of  morphia 
being  administered.     At  the  end  of  that  time,  however,  the 
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pain  became  unendurable  and  the  bandages  were  removed ; 
the  aneurism  was  in  statu  quo. 

On  the  29th,  at  3  p.m.,  half  a  grain  of  morphia  having 
been  injected  beneath  the  skin  of  the  right  thigh,  Esmarch's 
bandage  was  applied  to  the  limb  in  the  usual  manner,  reach- 
ing to  the  lower  border  of  the  sac.  A  piece  of  Martin's  india- 
rubber  bandage  was  applied  from  above  downwards  in  the  thigh, 
stopping  well  above  the  aneurism,  and  over  this  the  elastic 
cord  was  tightly  drawn ;  thus  pinching  and  bruising  of  the 
skin  of  the  thigh  were  prevented,  and  the  sac  of  the  aneurism 
was  rendered  tense  with  blood.  At  4  p.m.  the  patient  was 
placed  under  the  influence  of  bichloride  of  ethedene,  the 
pain  produced  by  the  treatment  having  become  very  severe. 
At  6  P.M.  the  tourniquet  and  the  bandage  were  removed  by  Mr. 
Heath — the  former  first — and  the  anaesthetic  discontinued; 
all  pulsation  had  ceased  in  the  sac,  and  it  was  apparently 
solid.  One  hour  afterwards,  however,  a  slight  return  of  pul- 
sation was  noticed  by  the  house  surgeon.  Two  of  Carte's 
compressors  were  therefore  applied,  one  to  the  groin,  the 
other  to  the  middle  of  the  thigh,  and  the  artery  controlled 
by  them  alternately.  Compression  was  thus  kept  up  until 
9  A.M.  on  the  30th.  During  the  night  the  patient  vomited 
once  or  twice,  and,  as  he  suffered  a  considerable  amount  of 
pain,  he  slept  but  little.  His  temperature  did  not  rise  above 
100'2°  whilst  under  the  treatment. 

When  the  compressors  were  taken  off,  pulsation  had 
again  entirely  ceased  in  the  sac,  and  did  not  afterwards  re- 
turn. There  was  slight  tenderness  over  the  sac,  disappearing 
on  the  31st;  and  on  November  4th,  he  was  'up'  for  three 
hours.  On  the  14th  he  was  shown  at  the  Clinical  Society, 
and  on  the  18th  was  discharged  from  the  Hospital. 

The  following  is  an  abstract  of  notes  taken  by  the  ward 
clerk,  previously  to  his  departure : — '  Tumour  is  felt  as  a 
hard  ovoid  lump  in  the  popliteal  space,  is  decidedly  smaller 
than  on  admission,  and  is  devoid  of  pulsation.  No  pain  or 
tenderness  is  complained  of,  and  the  patient  can  walk  with- 
out any  discomfort.  An  enlarged  artery  is  felt  on  inner  side 
of  lower  third  of  thigh,  probably  the  anastomotic,  and  one 
on  the  inner  side  of  the  sac  in  the  ham ;  none  elsewhere. 
I'osterior  tibial  pulse  on  right  side  cannot  be  felt,  that  on 
left  very  weak.     General  health  excellent.' 

Case  II. 
W.  E.,  set.  37,  a  potman,  was  admitted  to  University 


Mr.  Heath's  Cases  of  Popliteal  Aneurism.  lo3 

College  Hospital,  under  Mr.  Heatli's  care,  on  December  2, 
1879.  He  is  a  muscular,  well-nourislied,  healthy-looking 
man,  presenting  no  signs  of  general  arterial  degeneration. 
His  lungs  are  emphysematous.  The  heart  sounds  are  weak 
and  distant,  but  otherwise  healthy,  with  the  exception  of 
slight  prolongation  of  the  second  aortic  sound  at  the  base. 
The  aneurism  of  the  right  popliteal  artery,  which  was  some- 
what larger,  softer,  and  more  oval  in  shape  than  in  the  last 
case,  presented  no  exceptional  features.  From  the  fact  that 
it  possessed  no  bruit  or  thrill,  and  from  its  shape,  it  was 
thought  to  be  of  the  '  fusiform  '  variety.  Pain  on  walking 
and  some  '  soreness  '  in  the  tumour  were  complained  of. 

Pain  in  the  right  popliteal  space  was  first  noticed  some 
two  months  before  his  admission,  soon  followed  by  a  swel- 
ling, which  rapidly  increased  in  size.  The  patient  has  fol- 
lowed his  employment  as  a  potman  for  fifteen  years,  his 
work  involving  a  great  deal  of  running  about,  and  occa- 
sionally considerable  strain  when  lifting  heavy  casks,  &c. ; 
and  during  this  time  he  has  indulged  freely  in  alcohol.  He 
does  not  appear  to  have  had  syphilis,  but  states  that  he  had 
rheumatic  fever  in  1874. 

On  December  3rd  Esmarch's  bandage  and  tourniquet  were 
applied  in  the  manner  previously  described,  and  retained  in 
situ  for  three  hours  and  a  half,  the  patient  being  under  the 
influence  of  bichloride  of  ethedene  the  greater  part  of  the 
time.  When  removed,  pulsation  immediately  returned  in 
the  aneurism.  An  endeavour  was  then  made  to  control  the 
artery  by  means  of  two  of  Carte's  compressors,  but  owing  to 
the  pain  produced  by  them  and  the  impatience  of  the  man, 
no  effect  upon  the  aneurism  was  produced,  and  when  seen 
on  the  following  morning  it  appeared  to  be  in  exactly  the 
same  condition  as  it  was  prior  to  the  treatment. 

On  December  4th  digital  compression  was  employed  from 
1.30  P.M.  till  4.30  P.M.,  with  marked  effect,  the  pulsation 
being  much  lessened  thereby.  From  4.30  p.m.  until  11  p.m. 
the  knee  was  flexed,  being  retained  in  that  position  by  suit- 
able bandages. 

On  December  5th  much  pain  and  tenderness  about  the 
right  poplitlkl  space  were  complained  of ;  the  aneurism  was 
decidedly  harder,  and  the  pulsation,  although  still  forcible, 
less  so  than  on  admission.  '  Flexion '  was  again  employed 
for  four  hours  in  the  evening. 

On  December  8th  Esmarch's  bandage  and  tourniquet  were 
for  the  second  time  brought  into  requisition,  being  retained 
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upon   the   limb   three   hours   and   a    quarter,   followed    by 

*  flexion  '  for  six  hours. 

When  seen  on  December  9th  the  aneurism  was  much 
harder,  but  slight  expansile  pulsation  was  still  evident.  On  the 
following  day  the  pulse  could  not  be  felt  in  the  corresponding 
posterior  tibial,  and  there  appeared  to  be  no  pulsation  in  the 
aneurism.  An  enlarged  artery  could  be  felt  on  the  inner 
side  of  the  patella,  one  running  along  the  inner  aspect  of 
the  tumour  in  the  popliteal  space,  and  one  on  the  inner 
side  of  the  head  of  the  fibula.  The  patient  still  complained 
of  considerable  pain  in  the  leg,  which  he  characterised  as 

*  burning '  and  '  aching.' 

On  December  18th  the  tumour  was  still  harder,  and  per- 
haps a.  little  contracted ;  no  pulsation  could  be  felt  in  it,  and, 
although  as  yet  tender,  much  less  so  than  formerly.  (Edema, 
which  had  appeared  about  the  ankle,  as  a  result  of  the 
treatment,  was  fast  disappearing.  The  patient  was  still 
confined  to  his  bed,  but  expressed  himself  as  feeling  per- 
fectly well.  In  addition  to  the  arteries  mentioned,  another 
on  the  outer  aspect  of  the  sac  in  the  popliteal  space  could  be 
made  out,  and  the  anastomotic  also  seemed  enlarged. 

Remarks. — The  first  case  is  a  very  favourable  example  of 
the  application  of  Esmarch's  bandage  to  the  treatment  of 
aneurism.  Three  hours'  stagnation  of  the  contents  of  the 
sac  was  sufficient  for  their  consolidation  ;  for  having  myself 
removed  the  bandages  I  am  certain  that  all  pulsation  had 
then  ceased.  My  house-surgeon  thought  that  there  was  a 
slight  return  of  pulsation  an  hour  later,  and  very  properly 
applied  two  tourniquets  to  the  femoral  artery,  but  un- 
doubtedly at  my  visit  next  morning  the  aneurism  was 
solid,  and  has  remained  so.  The  patient  was  exhibited  in 
the  anteroom  of  the  Society  a  fortnight  and  two  days  after 
the  treatment,  when  there  could  be  no  doubt  of  the  com- 
pleteness of  the  cure. 

The  second  case  was  less  satisfactory,  since  two  applica- 
tions of  the  bandage  were  necessary ;  but  it  may  be  re- 
marked that  the  first  application  of  the  Esmarch's  bandages 
produced  very  slight  congestion  of  the  skin  left  uncovered 
by  them,  and  little  or  no  tension  in  the  sac,  the*latter  being 
very  soft  and  undistended.  On  the  second  occasion,  how- 
ever, intense  congestion  resulted,  small  extravasations  being 
visible,  the  remains  of  which  lasted  some  days  ;  and  further, 
when  the  bandages  had  been  adjusted,  the  sac  was  exceed- 
ingly tense,  being  evidently  full  of  blood. 
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I  am  inclined  to  lay  stress  upon  the  fact  that  no  bandage 
was  applied  over  the  aneurism,  and  that  an  elastic  bandage 
was  applied  from  above  downwards  in  the  thigh,  so  as  to 
make  the  sac  tense  with  blood  in  a  state  of  stagnation, 
because  I  believe  these  points  are  of  importance.  In  the 
last  volume  of  the  Clinical  Society's  '  Transactions,'  Mr. 
Jonathan  Hutchinson  has  recorded  his  experience  of  the 
method  in  four  cases,  but  in  only  one  was  solidification  com- 
plete upon  removal  of  the  bandage,  and  Mr.  Hutchinson 
says  candidly  '  in  three  out  of  my  four  cases  it  was  the 
digital  compression  which  completed  the  cure.'  But  then  it 
is  to  be  noted  that  the  Esmarch's  bandage  was  applied  only 
for  an  hour,  and  that  Mr.  Hutchinson  remarks,  '  No  attempt 
was  made  to  empty  the  sac,  which  was  indeed  merely  sup- 
ported lightly  by  the  bandage,  the  quantity  of  blood  in  it 
being  only  slightly  diminished.'  Now,  I  would  venture  to 
submit  that  any  diminution  of  the  contents  of  the  sac  would 
tend  to  prevent  their  coagulation,  which  is  most  likely  to 
occur  when  the  blood  is  maintained  in  close  apposition  to 
the  sac.  It  is  difficult  to  prove  this  experimentally,  since 
aneurism  in  the  lower  animals  is  unknown,  and  only  clinical 
experience  will  decide  whether  my  suggestion  is  correct 
or  not. 

In  order,  if  possible,  to  throw  some  light  upon  the  sub- 
ject, I  had  a  physiological  experiment  performed  as  follows  : 
Blood  received  into  a  bladder  was  allowed  to  coagulate, 
and  in  a  similar  bladder  fresh  blood  was  subjected  to  the 
pressure  of  a  large  syringe  during  coagulation,  so  that  the 
bladder  was  kept  tense  until  serum  began  to  exude.  The 
following  day  sections  were  made  of  the  two  clots,  but  the 
results  were  negative,  no  dilierence  between  them  being 
appreciable. 


XXXIV. — A  Case  of  Myeloid  Disease  of  the  Radius^  in 
which  the  greater  part  of  the  Radius  aiid  several 
inches  of  the  lower  end  of  the  Ulna  were  excised  four 
years  ago,  leaving  a  very  useful  hand.  By  Henry 
Morris.     Exhibited  February  13,  1880. 

THE  patient,  Maria  M.,  whose  case  is  described  at  length 
in  the  tenth  volume  of  the  Clinical  Society's  '  Transac- 
tions '  (p.  138  et  seq.),  was  brought  before  the  members  oi^ 
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February  13,  1880.  The  radius  had  been  excised  from  the 
wrist  to  the  supinator  brevis,  and  the  ulna  from  the  wrist 
upwards  for  nearly  four  inches.  The  condition  of  the  arm 
is  represented  in  plate  VI.  fig.  1,  which  is  copied  from  a 
photograph. 

The  case  affords  great  encouragement  to  surgeons  to 
excise  rather  than  amputate  for  myeloid  growths  of  the  bones 
of  the  upper  extremity.  It  was  four  years  since  the  opera- 
tion, and  there  was  no  sign  of  recurrence  of  the  disease, 
whilst  the  degree  of  usefulness  of  the  hand  thus  preserved  to 
the  patient  was  very  considerable.  By  the  aid  of  a  simple 
leather  splint  she  was  able  to  nurse,  dress,  carry  and  wash, 
and  carve  for  her  children,  to  do  all  her  ordinary  household 
work,  and  in  addition  to  wash  the  home  linen,  and  occasion- 
ally do  a  day's  work  as  a  charwoman.  She  could  also  stitch 
and  darn,  and  was  able  to  pick  up  a  pin  from  off  a  table 
between  her  index  and  middle  fingers,  and  pin  her  shawl 
together.  She  lacked,  however,  the  power  of  the  more  delicate 
and  complete  opposition  of  the  thumb  to  the  fingers,  partly 
on  account  of  the  pressure  of  the  splint  upon  the  carpo- 
metacarpal joint  of  the  thumb,  and  partly  on  account  of  some 
rigidity  of  the  phalangeal  joints  of  the  fingers. 

Since  the  contraction  of  the  soft  tissues  between  the  hand 
and  the  end  of  the  bones  of  the  forearm  had  taken  place,  she 
was  able  without  any  support  to  hold  her  hand  out  straight 
from  the  elbow,  although  for  many  months  after  the  opera- 
tion she  had  not  been  able  to  do  so  without  her  splint. 

My  only  regret  now  is  that  I  did  not  take  away  as  much 
of  the  ulna  as  of  the  radius,  because  the  retraction  of  the 
hand  has  been  so  great  that  the  lower  end  of  remaining  ulna 
slightly  overlaps  the  back  of  the  carpus,  and  has  given  rise 
to  some  friction  between  the  splint  and  the  skin  covering  the 
bone,  almost  to  the  extent  of  causing  a  subcutaneous  bursa. 
Indeed,  at  one  time  I  thought  that  such  a  bursa  really  existed, 
but  this  swelling  has  subsided  of  late.  It  would  be  admitted, 
I  think,  by  any  surgeon  who  examined  the  limb  and  saw  what 
uses  the  woman  can  put  it  to,  that,  so  far  from  its  being  useless 
or  an  incumbrance,  it  was  a  very  valuable  and  serviceable 
hand ;  surpassing  in  value,  beyond  all  description,  the  most 
perfect  artificial  hand  that  can  be  made.  Such  was  the  con- 
viction of  the  patient  herself,  and  she  has  often  expressed  to 
me  no  little  self-satisfaction  at  her  resolute  refusal  to  listen 
to  any  suggestion  of  amputation.  I  was  the  more  desirous 
of  giving   the    Society    an   opportunity   of  judging  of  her 
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condition  at  this  long  period  after  the  operation,  because 
Professor  S.  W.  Gross,  in  an  able  article  on  '  Sarcoma  of  the 
Long  Bones  '  in  the  July  number  of  the  American  '  Journal  of 
the  Medical  Sciences'  (1879),  concludes  from  a  collection  of 
nine  cases,  of  which  this  is  one,  that  little  can  be  said  in 
favour  of  excision  of  myeloid  sarcomas,  for  the  reasons — first, 
that  the  mortality  after  excision  is  3  per  cent,  greater  than 
after  amputation ;  and  second,  that,  in  all  but  one  of  the  cases 
of  recovery,  '  the  limbs  w^ere  simply  incumbrances.' 

Professor  Gross  could  only  have  seen  an  imperfect  report 
of  my  case,  or  he  would  not  have  inferred  that  the  limb  was 
*  practically  useless.' 


XXXV. — A  Case  of  Paraplegia  from  Pott's  Disease. 
Treatment  by  Sayre's  jacket.  Intestinal  obstruction  ; 
death  from  a  kink  in  the  Duodenum,.  By  Thomas 
BuzzAED,  M.D.     Read  February  27,  1880. 

GEOEGE  B.,  set.  22,  a  labourer,  whose  business  it  had 
been  to  carry  heavy  sacks,  and  who  had  worked  very 
hard,  noticed  about  April  1878  that  his  back  would  ache, 
not  so  much  whilst  carrying  the  weight  as  after  he  had  put 
it  down.  The  aching  would  be  very  severe.  As  time  went 
on  this  discomfort  increased,  till  about  November  1878,  when 
it  became  very  bad  and  continuous.  The  pain  appeared  to 
*  sting  him '  round  the  left  border  of  his  thorax.  At  the 
same  time  with  the  pain  his  legs  lost  power,  the  right  rather 
before  the  left,  and  wasted.  They  got  indeed  so  weak  that 
on  January  2,  1879,  he  was  obliged  to  take  to  his  bed.  He 
was  admitted  into  the  National  Hospital  for  the  Paralysed 
and  Epileptic  in  April  1879,  under  my  care,  and  notes  of 
his  case  were  taken  by  Mr.  A.  E.  Broster,  resident  medical 
officer.  For  two  months  previous  to  his  admission  the  legs, 
he  said,  had  been  getting  gradually  very  stiff.  Since  the 
onset  of  his  illness  he  had  never  been  able  to  lie  on  his  side, 
as  this  hurt  him.  He  was  a  healthy-looking  man  who,  as  he 
lay  on  his  back,  felt  comfortable  enough,  slept  well,  and  had 
no  complaint  to  make  of  his  general  condition.  On  examin- 
ing the  spine  an  angular  curvature  was  found  in  the  dorsal 
region,  the  sixth  dorsal  spine  forming  the  apex  of  the  angle, 
the  curve  itself  extending  from  the  fourth  to  the  tenth  dorsal 
vertebra.      Some  tenderness  to  touch  was  complained  of  over 
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the  curve.  Movement  caused  pain  in  the  back.  Whilst  at 
rest  he  was  free  from  pain,  but  his  legs  '  twitched  terribly  at 
times  and  jumped  up.'  His  lower  extremities  were  abso- 
lutely powerless,  not  the  faintest  trace  of  any  capacity  for 
movement  existing.  There  was  apparently  some  wasting  of 
the  calves.  The  reflex  from  the  skin  was  greatly  exaggerated, 
so  that  when  either  leg  was  touched  it  drew  up  and  became 
quite  rigid.  The  effect  of  this  was  to  '  shake  him  all  through.' 
These  movements  occasionally  occurred  without  any  appreci- 
able stimulus  being  applied.  Eeflex  clonus  was  excited  readily 
in  either  foot,  and  if  his  foot  were  allowed  to  touch  the 
ground  the  movements  would  come  on  spontaneously. 
Patellar  tendon  reflex  was  exaggerated  in  each  leg. 

Cutaneous  sensibility. — A  line  made  to  encircle  the  trunk 
horizontally  two  inches  below  the  nipples  would  form  a  boun- 
dary below  which  neither  a  touch  nor  a  prick  of  a  pin  were 
recognisable,  either  on  the  anterior  or  posterior  aspect. 

Over  the  ribs,  just  above  this  line,  when  he  was  touched 
he  felt  sore,  and  flinched  exceedingly  from  the  prick  of  a 
pin.  The  sensibility  of  the  upper  limbs  and  head  was  quite 
normal. 

He  complained  of  a  bloated  feeling  below  the  navel,  and 
a  sense  of  aching  in  his  legs. 

On  the  legs  neither  heat  nor  cold  was  recognised.  On 
the  thighs  each  was  said  to  '  feel  a  little  warm.'  Tempera- 
ture was  not  recognised  on  the  abdomen  below  the  line  already 
referred  to,  but  a  hot  spoon  applied  to  either  iliac  region 
caused  the  corresponding  leg  to  jump  sharply  up.  Above  the 
line  the  sensibility  to  temperature  was  unchanged.  There 
was  no  control  over  the  urine  and  faeces. 

On  April  24  the  patient  was  swung  and  encased  in  Sayre's 
plaster  splint.  On  the  28th  I  ascertained  that  he  was  feeling 
quite  comfortable,  and  that  there  was  less  twitching  of  the 
legs.  On  April  30  he  dined  heartily,  indulging  freely  in 
dough  pudding.  He  remarked  to  a  patient  that  he  had  made 
a  large  dinner,  but  that  somehow  he  did  not  feel  quite  com- 
fortable.   During  the  afternoon  his  bowels  were  moved. 

May  1. — Last  evening  he  was  seized  with  vomiting,  which 
continued  all  night  in  spite  of  treatment.  An  ordinary  enema 
was  given,  but  was  not  retained,  and  produced  no  result.  As 
the  vomiting  continued,  the  plaster  casing  was  removed  by 
the  resident  medical  officer.  The  patient's  temperature  was 
normal,  the  pulse  feeble. 
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2. — It  was  noted  that  there  was  much  tenderness  over  the 
abdomen,  especially  in  the  epigastric  region.  There  was  some 
distension  to  the  left  of  the  epigastrium,  whilst  gurgling  was 
felt  in  the  right  epigastrium.  It  appeared  on  examination  by 
percussion  that  the  stomach  was  much  distended,  reaching 
nearly  up  to  the  left  nipple  and  across  below  the  right 
margin  of  the  thorax.  The  patient  complained  of  much  pain 
in  the  belly,  and  could  keep  nothing  down.  The  vomited 
matter  consisted  of  a  green  watery  fluid.  There  was  great 
thirst.  Hot  fotus  was  applied  to  the  abdomen,  and  morphia 
administered  hypodermically.  The  abdominal  wall  was  very 
much  distended.  Nothing  was  taken  except  milk  and  water, 
and  this  was  not  retained.  Morphia  was  continued  hypoder- 
mically, and  this  controlled  the  vomiting  and  procured  some 
ease  from  pain.  No  peristaltic  movements  of  the  intestines 
were  to  be  observed.  At  midnight  it  is  noted  that  there  had 
been  no  more  sickness,  but  that  the  patient  appeared  to  be 
getting  very  low.  The  abdomen  was  still  tender,  especially 
in  the  epigastrium,  the  stomach  much  distended.  He  com- 
plained of  a  little  pain  and  discomfort. 

3. — This  morning  profuse  vomiting  recurred.  A  green- 
ish brownish  fluid,  without  fsecal  odour,  streaming  from 
his  mouth  and  nostrils.  This  lasted  about  half  an  hour,  when 
be  died,  apparently  from  exhaustion.  The  symptoms  of  in- 
testinal obstruction  had  not  lasted  more  than  sixty-eight 
hours.  At  no  time  did  the  vomited  matter  betray  any  fsecal 
odour. 

Autopsy,  24  hours  after  death. 

Spinal  column.  — On  separation  of  the  muscles  about  it 
the  sixth  dorsal  spine  was  found  to  be  displaced  ^  inch  to 
the  left  of  the  middle  line,  and  to  project  |  inch  further  back 
than  the  other  spines.  On  opening  the  column  at  this  point 
the  dura  mater  was  found  thickened  and  adherent  to  the 
anterior  wall,  and  when  the  cord  with  its  membranes  was 
removed,  pieces  of  the  bodies  of  vertebrae  came  away  attached 
to  the  dura  mater.  The  attachment  was  brought  about  appa- 
rently by  inflammator}'  change  in  the  loose  connective  tissue 
and  fat  which  normally  separate  the  dura  mater  from  the 
wall  of  the  canal.  Opposite  the  diseased  vertebrse  this  tissue 
has  become  much  thickened  and  condensed.  With  little 
trouble  the  dura  mater  proper  can  ba  peeled  off  this  altered 
tissue,  and  does  not  itself  appear  diseased,  except  in  its  outer 
layer.      On  the  posterior  wall  there  was  no  adhesion.     The 
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thorax  was  opened  and  the  lungs  and  heart  removed.  On  then 
looking  into  the  cavity  of  the  thorax  a  swelling,  which  was 
felt  to  be  semi-fluctuating,  was  found  lying  close  to  each  side 
of  the  spinal  column.  The  masses  were  about  the  size  of 
a  pigeon's  egg,  that  on  the  left  being  the  larger  and  more 
fluctuating.  Their  contents  were  inspissated  pus  (something 
like  mortar  in  look  and  consistence)  and  disintegrated  bone. 
These  abscesses  communicated  across  the  front  of  the  bodies 
of  the  sixth,  seventh,  and  eighth  dorsal  vertebrae.  The 
bodies  of  these  vertebrae  were  found  to  be  carious  and  dis- 
integrated. The  bend  of  the  canal  at  the  point  of  curvature 
formed  an  angle  of  about  125°.  The  cord  was  correspondingly 
bent  upon  itself. 

Spinal  membranes. —  The  external  layer  of  the  dura  mater 
at  the  part  corresponding  with  the  diseased  bones  was  in- 
flamed and  thickened.  On  slitting  it  up  no  signs  of  inflam- 
mation and  no  adhesions  were  to  be  discovered  in  any  part 
of  the  arachnoid  or  pia  mater. 

Spinal  cord. — The  cord  opposite  the  decayed  vertebrae 
had  lost  its  natural  stiffness  and  bent  upon  itself  easily.  For 
a  length  of  about  five  inches  there  appeared  to  be  a  want  of 
proper  consistency  in  it,  but  this  was  most  distinctly  noted 
opposite  the  fifth  and  sixth  dorsal  vertebrae,  where  it  was  evi- 
dently much  softened.  The  cord  was  incised  freely,  and 
placed  in  a  hardening  solution. 

Abdomen. — The  intestines  were  removed  from  below  up- 
wards, beginning  with  the  rectum,  and  so  on  through  the 
colon  and  small  intestines.  On  nearing  the  upper  end  it  was 
found  that  the  small  intestine  was  folded  suddenly  down 
upon  itself  about  8  or  10  inches  from  the  pylorus.  The  duo- 
denum was  greatly  distended,  measuring  at  least  3  inches 
transversely,  up  to  the  point  where  the  passage  was  ob- 
structed. The  stomach  also  was  greatly  distended.  It 
measured  at  least  13  inches  transversel}',  and  8  inches  from 
the  oesophageal  opening  to  the  lower  curvature.  The  stomach 
and  duodenum  both  contained  a  quantity  of  dark  greenish 
grumous  fluid,  with  undigested  food,  especially  currants.  The 
odour  was  offensive,  but  not  stercoraceous.  The  pyloric 
valve  was  practically  obliterated  owing  to  the  distention. 
The  mucous  membrane  of  the  duodenum  was  much  congested 
as  far  as,  but  not  below,  the  point  where  the  gut  had  been 
folded  upon  itself.  The  duodenum  appeared  to  be  shortened 
in  proportion  to  its  increase  of  breadth.  The  dilated  stomach 
extended  into  the  umbilical  and  right  lumbar  regions.     The 
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whole  of  the  intestines,  small  and  large,  below  the  part  ob- 
structed were  contracted,  and  contained  many  scybala.  The 
vessels  of  the  mesentery  were  much  injected.  About  a  dozen 
currants  were  found  to  have  made  their  way  into  the  small 
intestine  for  a  foot  or  so  below  the  kink. 

Remarks. — There  are  many  points  of  interest  in  this  case. 
First,  as  regards  the  origin  of  the  disease  in  the  spinal 
column,  this  must  evidently  be  looked  upon  as  traumatic,  and 
due,  probably,  to  the  strain  upon  vertebral  ligaments  by  the 
carrying  of  very  heavy  weights.  I  have  at  the  present  time 
in  hospital  a  case  of  similar  character  in  which  the  disease 
is  ascribed  to  the  carrying  of  sacks. 

In  neither  case  was  there  any  history  of  scrofulous  disease 
or  phthisis  in  the  family.  Indeed,  the  malady  must  be  re- 
garded in  each  instance  as  clearly  the  result  of  mechanical 
violence;  and,  the  cases  so  far  tend  to  confirm  the  strong 
opinion  which  has  been  given  by  Professor  Sayre  in  reference 
to  this  point. 

Sayre  says :  '  With  regard  to  Pott's  disease  I  have  held 
for  many  years  that  it  is  almost  always,  if  not  always,  pro- 
duced through  some  injury  to  the  bone  or  cartilage,  and  that, 
in  common  with  carious  diseases  of  other  joints,  it  is  essen- 
tially of  traumatic  origin.  The  almost  constant  primary 
cause,  I  believe,  is  some  injury  sufficient  to  disturb  the 
nutrition  of  the  bodies  of  certain  vertebrae  and  the  interver- 
tebral cartilages,  and  to  induce  inflammatory  softening  and 
disintegration  of  the  structure  of  these  organs.'  It  fre- 
quently occurs,  he  admits,  in  tuberculous  subjects,  but  even 
in  these  traumatism  is  a  necessary  condition  for  its  de- 
velopment. 

Secondly,  what  was  the  cause  of  the  paraplegia? — The 
spinal  cord  was  curved  abruptly  at  an  angle  of  125°,  but  the 
cavity  in  which  it  lay,  although  encroached  upon  to  a  cer- 
tain very  small  extent  by  the  thickening  of  tissue  external 
to  the  dura  mater,  did  not  appear  to  be  sufficiently  narrowed 
to  afiect  the  calibre  of  the  cord.  There  was  no  pinching  oi 
obvious  compression,  except  what  was  due  to  the  bending  of 
the  cord  upon  itself.  The  soft  membranes,  the  surface  of 
the  cord,  and  the  internal  surface  of  the  dura  mater  were 
entirely  free  from  traces  of  inflammation. 

The  amount  of  curvature  to  which  the  cord  in  this  in- 
stance was  exposed  did  not  exceed  that  which  must  necessarily 
exist  in  many  persons  affected  with  crooked  spine  in  whom 
there  are  no  symptoms  of  paralysis.     We  know,  on  the  other 
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hand,  that  cases  occur  in  which  Pott's  disease  of  the  column 
may  be  attended  with  but  little  manifest  deformity,  and  yet 
be  accompanied  by  marked  paraplegia. 

In  this  patient  post-mortem  examination  showed  that  the 
cord  was  softened,  the  change  being  due  to  a  diffuse  myelitis 
aifecting  especially  the  part  of  the  organ  opposite  to  the 
diseased  vertebrae. 

Michaud,*  in  his  thesis  upon  Pott's  disease,  says  that  the 
process  which  most  frequently  occurs  is  as  follows  :  *  There 
is  sinking  of  one  or  more  vertebrse  as  a  result  of  caries.  The 
vertebral  ligament  is  disconnected,  ulcerates,  and  is  destroyed ; 
the  pus,  irritating  the  anterior  aspect  of  the  dura  mater,  causes 
it  to  inflame.  Thus  there  is  developed  a  special  external 
caseous  pachymeningitis.  The  external  aspect  of  the  dura 
mater  proliferates,  vegetates,  and  forms  a  sort  of  mushroom, 
which  compresses  the  cord.  The  inflammation  is  propagated 
circularly  from  before  backwards,  but  the  "mushroom"  rarely 
forms  a  complete  ring.'  Now,  in  this  case,  although,  as  I 
have  described,  there  was  a  certain  amount  of  pachymenin- 
gitis, yet  there  was  no  such  growth  as  could  be  characterised 
by  the  term  'mushroom,'  and  the  amount  of  thickening 
appeared  insufficient  to  exert  compression  upon  the  cord.  I 
would  add,  too,  that  the  soft  membranes  underlying  the  dura, 
and  the  surface  of  the  cord  itself,  betrayed  no  sign  whatever 
of  inflammation.  Unless  we  suppose  that  the  sudden  and 
sharp  bending  upon  itself  of  the  cord  started  the  inflammatory 
changes,  it  is  difficult  to  explain  the  occurrence  of  so  dis- 
tructive  a  lesion  as  was  present  in  this  case. 

Vulpian  says  of  the  paraplegia  from  slow  compression  of 
the  cord  in  Pott's  disease  that  it  is  usually  a  more  or  less 
complete  paralysis  of  mobility,  with  preservation  nearly  intact 
of  sensibility,  and  especially  of  tactile  sensibility.  Or  there 
may  be  pains  around  the  waist  or  in  the  joints  of  neuralgic 
character.  In  my  patient  the  ansesthesia  was  extremely  well 
marked. 

Thirdly,  as  regards  the  treatment  of  the  paraplegia. — The 
object  with  which  Sayre's  plaster  jacket  was  applied  in  this 
case  was  to  preserve  the  spinal  column  in  the  best  possible 
position  during  the  process  of  ankylosis  which  might  be  taking 
place,  without  the  necessity  of  the  patient  continually  keeping 
the  recumbent  posture.  I  may  say  that  the  jacket  was 
put  on  m  the  most  skilful  manner  by  Mr.  A.  E.  Broster,  our 

*  Paris,  1871. 
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resident  medical  officer,  who  has  had  large  experience  iu  the 
application  of  the  method  in  the  wards  of  our  hospital.  A 
personal  examination  of  the  casing  and  inquiry  of  the  pa- 
tient a  couple  of  days  after  its  application  showed  me  that  it 
was  in  excellent  order. 

The  point  of  special  interest  in  the  case  is  as  to  the  pos- 
sibility of  the  jacket  having  conduced  to  the  twist  in  the 
bowel  which  has  been  described.     The  situation  occupied  by 
the  displacement  is,  I  think,  a  very  rare  one.     Brinton  (^'  In- 
testinal Obstruction,'  1867,  p.  84)  speaks  of  the  small  intestine 
as  only  furnishing  one-fourth  of  the  total  number  of  cases  of 
this  accident;  and  of  these,  again,  he  says  the  ileum  is  by  far 
the  most  frequent  site.     He  considers  that  a  twist  of  this 
kind  is  often  directly  traceable  to  such  mechanical  embarrass- 
ments as  can  scarcely  act  save  by  interfering  with  peristalsis. 
Now,  in  a  case  like  that  before  us,  in  which  there  was  com- 
plete paraplegia  from  pressure  upon  and  destruction  of  the 
cord  in  the  middle  of  its  dorsal  region,  it  is,  to  say  the  least, 
probable  that  the  innervation  of  the  intestines  must  have  been 
considerably  interfered  with.     The  splanchnic  nerves,  it  will 
be  remembered — which  are  the  channels  by  which  the  in- 
fluence of  the  cerebro-spinal  centres  is  conveyed  to  the  intes- 
tine— correspond  with  thoracic  ganglia  connected  with  the 
cord  from  the  fifth  dorsal  nerve  downwards.     We  may  con- 
ceive, then,  from  the  situation  of  the  lesion  in  the  cord  in  this 
case,  that  the  intestinal  peristalsis  may  have  been  embarrassed. 
The  seat  of  the  kink  was  just  where  the  duodenum  forms  a 
rather  sharp  angle  with  the  beginning  of  the  jejunum.     At 
this  point,  as  we  are  aware,  the  duodenum  is  fixed  by  the 
connective  tissue  which  lies  about  the  coeliac  axis,  and  by  a 
fibrous  band  descending  from  the  left  crus  of  the  diaphragm. 
The  jejunum,  on  the  other  hand,  is  free.     It  is  conceivable 
that  when  the  ribs  were  more  or  less  completely  fixed  by  the 
jacket,  and  the  stomach  distended  with  food,  the  jejunum, 
being  subjected  to  a  downward  pressure  from  the  descent  of 
the   diaphragm   during  inspiration,  might   easily  get   bent 
down  upon  the  duodenum,  which  could  not  itself  descend  on 
account  of  its  attachments.  In  the  ordinary  circumstances  of 
health  we  may  suppose  that  such  an  occurrence  need  not  be 
uncommon,  and  that  it  is  speedily    remedied  by   the  peri- 
staltic movements  of  the  bowel.     In  the  case  before  us  this 
peristaltic  power  was  probably  feeble  or  absent.    The  twisted 
portion  of  gut,  unable  to  unroll  itself  by  muscular  action, 
would  be  compressed  between  the  mass  of  intestines  and  the 
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abdominal  wall,  made  rigid  with  plaster,  in  front,  and  the 
duodenum  distended  with  food  behind. 

In  venturing  on  these  remarks  I  must  not,  of  course,  be 
taken  as  expressing  the  opinion  that  such  was  the  case.  The 
incident  may  have  been,  it  is  evident,  a  simple  coincidence, 
quite  unconnected  with  the  patient's  disease  or  its  treat- 
ment. 

I  have  come  across  the  narrative  of  a  case  which  appears 
to  bear  to  some  extent  upon  mine,  and  which  may  here  be 
conveniently  cited. 

In  the  14th  volume  of  *  St.  Bartholomew's  Hospital  Re- 
ports '  Mr.  Willett  has  published  an  account  of  a  case  in 
which  fatal  vomiting  followed  the  application  of  the  plaster- 
of-Paris  bandage  in  a  case  of  spinal  curvature.  The  patient, 
17  years  of  age,  who  was  affected  with  an  uniform  posterior 
curve  of  the  whole  dorsal  and  lumbar  regions  of  the  vertebral 
column,  was  suspended,  and  Sayre's  bandage  applied.  Just 
before  the  application  was  completed  the  patient  said  he  felt 
sick,  and  retched  once,  but  did  not  vomit.  He  was  laid  down, 
and  complained  of  being  faint.  The  dinner  pad  was  re- 
moved, and  after  taking  some  water  he  quickly  recovered, 
and  in  an  hour  walked  away.  Six  days  afterwards  he  died 
in  the  London  Hospital,  whither  he  had  been  removed  in 
consequence  of  constant  sickness,  which  had  commenced  soon 
after  his  return  home. 

It  appeared  that  lividity,  with  difficulty  of  breathing,  was 
noticed  a  day  or  two  after  the  application,  which  symptoms 
were  relieved  by  the  removal  of  the  splint ;  but  vomiting 
continued  at  intervals  until  he  died,  forty-eight  hours  after 
admission  into  the  London  Hospital.  The  sputa  were  frothy, 
and  smelt  offensively. 

On  post-mortem  examination  the  stomach  was  found  enor- 
mously dilated  in  all  directions,  occupying  more  than  half 
the  abdomen  ;  walls  strikingly  thin  ;  mucous  membrane  pig- 
mented in  parts,  and  mucus  firmly  adherent  to  it,  studded 
with  grey  follicular  spots.  The  membrane  also  had  a  milky 
appearance,  as  though  it  had  undergone  some  fibroid  changes. 
Pyloric  orifice  normal ;  intestine,  intense  venous  congestion 
throughout.  No  cause  of  obstruction.  Peritoneum  normal. 
The  dilatation  of  the  stomach  was  thought  to  have  been  of 
long  standing. 

Lastly,  as  regards  the  seat  and  character  of  the  obstruc- 
tion.— During  life  (and  the  accident  was  so  rapidly  fatal  as 
to  give  but  little  time  for  observation)  I  concluded,  from  the 
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severity  of  the  symptoms,  the  absence  of  writhing  move- 
ments of  the  intestines,  and  the  absence  of  feculent  odour  in 
the  vomited  matters,  that  the  obstruction  existed  high  up  in 
the  intestine,  but  I  did  not  find  myself  able  to  form  any 
strong  opinion  as  to  its  cause.  The  circumstances,  however, 
suggested  a  hope  that  it  might  be  due  to  a  blocking  of  the 
intestine  by  the  dough-pudding,  and  this  would  necessarily 
be  only  of  a  temporary  character.  Its  nature,  as  it  turned 
out,  -was  such  as  would  have  peculiarly  fitted  the  case  for 
operation,  but  I  must  leave  it  to  my  surgical  confreres  to  say 
whether  the  position  of  the  volvulus,  in  the  duodenum,  would 
have  been  a  bar  to  gastrotomy^ 


The  cord  was  hardened  with  chromic  acid.  Sections 
coloured  with  carmine  (which  are  exhibited)  show  the  fol- 
lowing appearances  under  the  microscope : — 

In  the  upper  part  of  the  lumbar  enlargement  there  is 
sclerosis  (overgrowth  of  connective  tissue  with  disappearance 
of  nerve  fibres)  of  both  lateral  columns  in  their  posterior 
halves.  An  inch  above  this  there  is  some  sclerosis,  involving 
the  whole  of  the  antero-lateral  columns.  A  little  higher,  and 
the  same  appearance  is  still  more  marked.  The  connective 
tissue  through  the  whole  transverse  extent  of  the  antero- 
lateral columns  presents  signs  of  overgrowth,  and  there  is  also 
evident  increase  of  the  fibrous  element,  though  not  to  the 
same  extent,  in  the  posterior  columns 

In  the  lower  dorsal  region  there  is  general  overgrowth  of 
the  connective  tissue  throughout  both  grey  and  white  matter, 
with  numerous  nuclei  of  irregular  oval  shape. 

At  the  point  corresponding  to  the  part  where  the  cord 
was  found  most  softened  the  section  presents  a  mottled 
appearance,  consequent  upon  masses  of  thickened  connective 
tissue  contrasting  with  small  circular  spaces,  many  of  which 
are  apparently  medullary  sheaths  of  nerve-fibres  deprived  of 
their  axis  cylinders.  Both  grey  and  white  matter  are 
crowded  with  nuclei.  Very  few  axis  cylinders  are  to  be  seen, 
but  many  large  ganglionic  cells  are  still  visible  in  the  an- 
terior cornua.  The  posterior  comua,  however,  and  especially 
the  left,  appear  completely  disintegrated. 

An  inch  higher,  in  the  upper  middle  dorsal  region,  the 
anterior  comua  are  lost  anteriorly,  being  merged  in  the  anterior 
columns,  all  trace  of  the  natural  structure  of  which,  is  lost. 
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Throughout  the  lateral  and  posterior  columns  the  growth  of 
connective  tissue  is  largely  increased,  the  septa  being  enor- 
mously thickened.  But  few  axis  cylinders  are  to  be  seen  ; 
vacuoles  and  empty  medullary  sheaths  are  numerous.  In 
the  lower  part  of  the  cervical  enlargement  there  is  sclerosis 
confined  very  distinctly  to  the  columns  of  GoU,  and  the  same 
condition  is  seen  at  a  point  an  inch  higher,  and  again  in  the 
upper  part  of  the  cervical  enlargement. 

To  sum  up,  the  microscopical  investigation  shows  the 
appearances  of  transverse  interstitial  myelitis  in  the  mid- 
dorsal  region,  with  secondary  degeneration  involving  espe- 
cially, although  not  exclusively,  the  lateral  columns  in  the 
lumbar  region  and  the  posterior  median  columns  in  the 
cervical  region.  The  most  striking  feature  is  the  enormous 
development  of  connective  tissue. 


XXXVI. — A  Case  of  Molluscum  Fibrosum,  with  some 
Remarks  on  its  Histology.  By  Alfred  Sangster, 
M.B.     Read  February  27,  1880. 

THE  patient,  J.  S.,  set.  50,  was  a  workman  by  occupation, 
small   in   stature,    but   by   no   means    stunted   or   ill- 
developed. 

There  was  nothing  of  interest  in  his  family  history.  One 
of  his  children  was  said  to  have  been  born  with  a  small 
tumour  on  the  penis,  similar  in  appearance  to  those  seen  on 
the  patient.  It  was  also  stated  that  his  wife  developed  a 
small  tumour  of  like  nature.  Nothing  peculiar  was  noticed 
about  his  skin  until  he  was  23  years  old.  He  then  saw 
the  first  tumour.  It  appeared  at  the  lower  end  of  the 
sternum,  on  the  right  side,  its  position  being  now  marked 
by  the  pendulous  mass  to  be  referred  to  presently.  Tumours 
soon  developed  rapidly,  and,  according  to  the  patient's  state- 
ment (one  which  can  scarcely  be  credited),  at  the  expiration 
of  a  year  from  the  appearance  of  the  first  lesion  his  body 
presented  much  the  appearance  it  has  now,  so  rapid  had 
been  the  advance  of  the  disease.  On  examination  the  trunk 
was  found  to  be  most  affected,  the  disease  presenting  a 
severity  of  type  similar  to  that  depicted  in  the  Sydenham 
Society's  Atlas ;  in  front,  from  the  clavicles  to  the  lower 
ribs,  hundreds  of  molluscum  tumours  were  thickly  and  irre- 
gularly scattered,  with  the  usual  diversity  as  to  size,  shape. 
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mode  of  attachment,  &c.  The  same  description  applies  to 
the  back ;  but  it  was  evident  that  the-  tumours  tended  to 
congregate  especially  in  the  groove  between  the  erector 
spinas  muscles.  Here  they  were  so  closely  placed  that 
their  opposing  walls  became  in  many  instances  flattened  by 
mutual  pressure.  The  buttocks,  scapular  regions,  sides  of 
thorax,  and  abdomen  were  the  parts  of  the  trunk  most  free. 
Although  the  arms  were  comparatively  exempted  from  the 
disease,  isolated  lesions,  some  large,  were  found  on  the  fore- 
arms. There  were  also  many  small  tumours  on  the  backf3 
of  the  hands.  A  few  lesions  were  seen  on  the  thighs, 
scarcely  any  on  the  legs.  There  were  two  tumours  on  the 
sole  of  the  right  foot.  The  neck,  scalp,  and  face  were 
affected,  the  latter  but  slightly,  and,  according  to  the 
patient's  statement,  only  within  the  last  three  or  four  years. 
There  was  a  small  tumour  on  the  hard  palate. 

It  is  unnecessary  to  give  a  detailed  description  of  the 
lesions,  as  for  the  most  part  their  appearance  corresponded 
with  the  many  accounts  which  have  been  furnished  by 
authors.  A  few  points  of  interest,  however,  deserve  notice. 
On  pinching  up  the  skin  over  such  tumours  as  presented  the 
sebum  plugs  (comedones),  alluded  to  by  authors,  it  was  seen 
to  pucker  and  become  depressed  at  the  seat  of  the  comedo, 
showing  the  deep  attachments  of  the  latter.  This  condition 
was  observed  in  a  case  reported  by  Dr.  Fagge.  Instead  of 
the  usual  firm,  round,  button-like  appearance,  some  of  the 
lesions  were  broadly  conical  or  nipple-like  in  shape,  ^  inch  or 
more  in  diameter.  These  mammillated  lesions  were  soft  and 
elastic  to  the  touch,  as  if  a  cavity  had  been  hollowed  out  in 
the  skin  and  filled  with  a  semi-fluctuating  materipl.  On  ex- 
posure they  became  livid  and  nsevoid-looking.  On  viewing 
the  skin  in  a  side-light  it  appeared  to  be  sown  in  places, 
with  papules,  presenting  a  central  depression;  suggesting 
the  association  of  the  earliest  lesions  with  follicular  aper- 
tures— protruding  from  a  few,  were  long  and  wiry-looking 
hairs.  One  tumour  on  the  right  of  the  sternum  was  as  large 
as  a  small  orange ;  it  was  pendulous,  the  skin  over  it  flaccid 
and  wrinkled ;  when  handled  it  felt  like  a  varicocele.  This 
tumour,  the  patient  asserted,  was  the  first  to  develop. 

On  the  sole  of  the  right  foot,  towards  its  outer  border, 
but  well  within  the  plantar  surface,  was  a  flat  elevated  sur- 
face as  large  as  a  horsebean;  the  sound  skin  was  over- 
lapped by  its  margin.  There  was  another  somewhat  similar 
lesion  on  the  inside  of  the  foot.     These  were  evidently  mol- 
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Iviscum  tumours  flattened  by  pressure.  The  skin  every  where 
had  a  muddy  look.  There  was  clearly  much  disturbance  of 
pigment ;  brown  patches  of  all  sizes  being  scattered  irregu- 
larly over  the  surface.  (A  similar  condition  has  since  been 
noted  in  two  other  cases  of  molluscum  fibrosum,  although  in 
one  the  patient  declared  the  patches  had  been  present  from 
birth.) 

Remarks. — It  was  curious  to  note  that  in  the  case  re- 
ported the  tumours  appeared  most  thickly  scattered  in  the 
region  of  the  nipples,  and  between  the  shoulders,  two 
fa^vourite  seats  for  the  development  of  the  single  molluscum 
lesions  so  largely  met  with  in  individuals. 

On  referring  to  cases  which  have  been  put  on  record 
large  pendulous  folds  of  skin,  like  dewlaps,  have  been  found 
associated  with  the  usual  smaller  lesions — it  is  possible  that 
the  pendulous  tumour  on  the  right  of  the  sternum  was  be- 
coming of  this  nature.  In  the  case  reported  the  disease,  if 
the  patient's  account  may  be  trusted,  did  not  develop  until 
later  in  life  than  usual. 

The  occurrence  of  the  tumours  on  the  sole  of  the  foot 
was  a  point  of  great  interest  in  the  case.  Unfortunately,  the 
patient  would  not  allow  their  removal  for  microscopical  pur- 
poses.    They  caused  no  inconvenience. 

Most  observers  agree  in  describing  these  tumours  as 
made  up  of  young  (gelatinous)  connective  tissue  growing 
from  the  deeper  layer  of  the  corium  (Rokitansky,  'Pathol. 
Anat.'  Bd.  2,  p.  69),  or  in  connection  with  the  strands  of  fibrous 
tissue  which  separate  the  lobules  of  the  subcutaneous  fat 
(Tirchow,  '  Geschwiilste,'  Bd.  1,  p.  326).  The  glands  and  hair 
follicles  are  said  to  be  but  accidentally  included  in  the  tumour, 
*  unaltered  in  some  parts  of  the  tumour,  or  in  many  tumours 
everywhere  intact,  the  former  being  the  condition  most  fre- 
quently met  with '  (quoted  from  Kaposi's  article  on  mollus- 
cum fibrosum,  in  Hebra's  work  on  Skin  Diseases,  Syd.  Soc, 
vol.  iii.,  p,  336).  In  a  paper  by  Dr.  Fagge,  '  On  the  Anatomy 
of  a  Case  of  Molluscum  Fibrosum,'  published  in  the  '  Medico- 
Chirurgical  Transactions'  (vol.  liii.),  it  is  affirmed  by  Mr. 
H.  G.  Howse,  who  examined  the  tumours  microscopically, 
that  the  starting-point  of  the  growth  is  the  connective  tissue 
envelope  of  the  hair  follicles  and  sebaceous  glands.  Several 
tumours  were  excised  from  the  patient  J.  S.  (whose  case  is 
reported  above)  and  examined  microscopically.  Without 
giving  any  detailed  description  of  the  appearance  (which 
would  be  out  of  place  in*a  communication  of  this  character), 


DESCRIPTION  OF  PLATES. 
Plate  VII. 

Fig.  1. — From  a  photograph  of  the  patient. 

Fig.  2. — Vertical  section  through  a  tumour  removed  from  the  patient  (low 
power). 

(«)  Epidermis. 

(6)  Cerium. 

(c)  Hair  follicle,  partly  divided. 

(d)  Sebaceous  gland,  hypertrophied. 

(e)  The  connective  tissue  new  growth  (gelatinous  tissue). 
(/)  Natui-al  size  of  tumour. 

Plate  VIII. 

Fig.  1. — The  appearance  of  the  disease  in  the  pectoral  region  (life-size). 
Fig.  2. — The  sole  of  the  right  foot,  showing  the  position  of  the  tumours. 
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a  few  facts  in  support  of  Mr.  Howse's  view  may  be  men- 
tioned. In  most  instances  the  sebaceous  glands  showed 
abnormal  activity  of  growth  (hypertrophy).  Many  hair  fol- 
licles were  enormously  distended  with  debris,  the  root-sheaths 
presenting  irregular  outgrowths  or  other  signs  of  cornifica- 
tion.  The  association  of  the  gelatinous  new  growth  with  the 
above  condition  of  glands  was  very  general. 

There  were  transverse  sections  of  hair  follicles  lying  in 
the  neighbourhood  of  the  gelatinous  masses,  but  isolated 
from  them  by  normal  tissue.  Round  these  (the  hair-follicles) 
was  seen  a  regular  coating  of  densely  nucleated  fibrous  tissue 
four  or  five  times  the  thickness  of  the  normal  fibrous  enve- 
lope. 

Fig.  2,  Plate  VII.,  represents  a  vertical  section  of  a  mol- 
luscum as  seen  under  a  low  magnifying  power.  The  tumour 
selected  was  about  the  size  of  a  large  pea,  and  presented  a 
well-marked  comedo  about  its  centre. 

On  referring  to  the  figure  it  will  be  seen  that,  although 
the  section  does  not  involve  the  comedo  orifice,  part  of  the 
follicle  is  divided  at  c ;  lower  down,  at  d,  the  sebaceous  gland 
is  seen  to  be  hypertrophied,  its  lobules  widely  separated  by 
fibrous  tissue.  The  gelatinous  new  growth  at  e  presents 
the  characteristic  homogeneous  granular  appearance  as  seen 
under  a  low  magnifying  power.  On  all  sides  the  new  growth 
gradually  becomes  continuous  with  the  more  open  fibrous 
tissue,  being  bounded  above  by  the  deeper  layer  of  the  corium. 
Looking  at  the  entire  section,  the  mass  of  gelatinous  tissue, 
from  its  general  contour,  certainly  has  the  appearance  of  a 
new  growth,  associated  with  the  gland  and  intercalated  be- 
tween the  deeper  layers  of  the  corium. 

Against  the  sebaceous  gland  theory  of  origin  of  the 
growth  there  is  the  fact,  as  in  the  case  reported,  that  the 
tumours  are  sometimes  seen  on  the  sole  of  the  foot.  To 
account  for  this  phenomenon  it  has  been  suggested  that 
possibly  there  are  stray  sebaceous  glands  in  this  situation,  or 
that  here  the  growth  takes  place  in  association  with  the 
fibrous  coating  of  the  sweat-glands.  Kaposi,  in  the  article 
already  quoted,  points  out  the  fact  that  in  the  older  tumours 
the  glands  become  atrophic,  accounting  for  the  baldness  of 
the  tumours  on  the  scalp.  This  tendency  to  atrophy  of 
glands  in  the  later  stages  of  the  disease  may,  perhaps,  help 
to  explain  the  discrepancy  of  opinion  as  to  the  part  played 
by  them.  It  is,  however,  certain  that  in  some  tumours  the 
sebaceous  glands  dip  down  deeply  into  the  substance  of  the 
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growth,  and  are  not  simply  confined  to  tlie  thickness  of  skin 
over  the  tumours,  as  has  been  afiirmed  by  some  authors. 
Many  acari  (demodex)  were  found  occupying  the  mouths  of 
the  follicles. 

Appended  is  a  list  of  some  of  the  more  important  com- 
munications upon  molluscum  fibrosum  to  be  found  in  English 
and  American  literature : — 

'Molluscum  Fibrosum:  Lectures  on  Clinical  Surgery,' 
vol.  i.,  part  ii.,  p.  196  ;  Hutchinson. 

'  On  Anatomy  of  a  Case  of  Molluscum  Fibrosum,* 
*  Trans.  Med.  Chir.  Soc.,'  vol.  liii.,  p.  217;  Fagge. 

*  Molluscum  Fibrosum  in  Children,'  *  Trans.  Med.  Chir. 
Soc.,'  vol.  Ivi.,  p.  235  ;  Murray. 

'  Molluscum  Fibrosum,'  '  Med.  Chir.  Trans.,'  vol.  Ivi., 
p.  265  ;  Pollock. 

'Clinical  Lecture  on  Molluscum,'  'Lancet,'  May  15, 
1841 ;  Thompson. 

'  Remarkable  Case  of  Tumours,'  '  Med.  Chir.  Trans.,' 
1841,  p.  225  ;  Ancell. 

'Molluscum  Fibrosum,'  '  Trans.  Path.  Soc.,'  1875,  p.  219; 
Pollock. 

'  Molluscum  Fibrosum,'  '  Journal  of  Cutaneous  Medicine,* 
1867,  vol.  i.,  p.  67  ;  Anderson. 

*  Dermatolysis,'  '  Journal  of  Cutaneous  Medicine,'  1869, 
vol.  iii. ;  Wilson. 

*  Fibromata  of  the  Skin  and  subjacent  Tissues,'  '  Archives 
of  Dermatology,'  1876,  p.  193  ;  Wiggles  worth. 

*  A  Case  of  Molluscum  Simplex,'  '  Archives  of  Derma- 
tology,' 1875,  p.  300 ;  Octerlony. 


XXXVII. — A  Case  of  Ancesthetic  Leprosy.    By  H.  Ead- 
CLIFFE  Ckockee,  M.D.     Showu  February  28,  1880. 

JOHN  H.,  set.  7  years,  was  brought  to  the  East  London 
Hospital  for  Children  on  June  4, 1879,  for  partial  paraly- 
sis of  both  hands.  The  following  history  was  elicited :  The 
father  was  a  soldier,  and  healthy.  The  mother  had  had  ague 
while  abroad,  and  suffered  from '  liver  complaint,'  during  which 
she  was  jaundiced.  She  had  also  had  several  miscarriages. 
The  boy  was  born  at  Pulo,  Penang,  and  lived  there  and  at 
Singapore  until  he  was  four  years  old ;  his  mother  and  he 
then  came  to  England,  and  lived  near  Sudbury,  in  Suffolk. 
At  that  time  he  appeared  perfectly  healthy,  and  continued 
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BO  for  six  montlis,  wlien  lie  liad  ague,  whicli  was  prevalent 
in  that  district ;  it  lasted  a  week,  and  was  relieved  by  quinine. 
About  two  montlis  after  *  spots '  appeared  upon  tbe  forehead 
and  face,  and  a  little  later  upon  the  hands,  arms,  buttocks, 
and  legs.  These  were  recognized  as  leprosy  by  the  local 
doctor.  About  a  month  after  the  outbreak  he  began  to  drop 
things  about,  and  the  arms  got  very  thin.  The  hands  and 
arms  got  gradually  weaker  for  twelve  months,  since  which 
the  paralysis  has  been  stationary. 

The  mother  describes  the  spots  as  bluish-red  blotches 
slightly  raised.  Some  of  them  were  as  big  as  a  crown- 
piece,  and  on  the  buttock  as  big  as  the  hand.  '  Blisters 
filled  with  water'  came  on  the  hands  and  knees  in  cold 
weather.  The  condition  when  first  seen  was  as  follows  : 
The  face  has  a  mottled  look,  with  brownish  discolorations  ; 
the  nose  is  broad  and  flattened,  with  round  open  nostrils,  the 
expression  is  dull.  Similar  discolorations  exist  on  other  parts 
of  the  body.  On  the  right  knee  there  is  a  patch  1^  inches 
long  by  I  inch  wide,  brown,  and  slightly  raised ;  round  it 
are  several  raised  white  tubercles  ^  inch  in  diameter.  Out- 
side is  another  smaller  scar-like  brown  patch,  on  the  border 
of  which  are  also  some  tubercles.  Below  both  knees  are 
patches  about  5  inches  by  2  inches,  white  in  the  centre, 
with  irregular  pigmented  edges.  They  look  like  patches 
of  leucoderma,  but  the  mother  says  they  were  originally 
brownish  and  slightly  raised. 

AnsBsthesia  exists  in  the  following  situations  :  on  the 
upper  part  of  the  face  and  cheeks,  on  the  back  of  the  hands 
and  arms  up  to  the  elbows,  the  left  somewhat  less  marked 
than  the  right ;  on  the  flexor  surface  of  the  forearms  and 
the  palms  sensation  is  a  little  blunted  only.  The  ulnar 
nerves  are  perceptibly  thickened.  Sensation  is  not  lost  on 
the  spots  on  the  knees,  but  all  round  for  about  three  inches 
anaesthesia  is  complete,  and  all  down  the  outer  side  of  the 
leg  to  the  ankle,  but  not  on  the  inner  side.  The  right 
hand  is  wasted  in  the  thumb-ball  muscles,  and  the  interossei 
of  the  fourth  and  fifth  metacarpal  bones.  The  fingers  are 
habitually  bent,  the  thumb,  fore  and  middle  finger  at  the 
phalangeal  joints  to  a  slight  extent  forming  a  curve,  but  the 
ring  and  little  fingers  at  right  angles  ;  the  ungual  phalanx 
being  in  extension,  extension  can  be  made  at  the  metacarpo- 
phalangeal joints.  Some  power  of  grasping  is  retained,  but 
the  whole  hand  is  much  weaker.  The  left  hand  is  similarly 
affected,  but  in  a  less  degree ;  the  thumb  and  forefinger  can 
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be  completely  extended,  the  middle  finger  only  slightly 
bent,  and  tlie  ring  and  little  fingers  are  at  a  less  acute  angle 
tlian  on  tlie  riglit  side.  Motion  at  the  wrists  does  not  seem 
impaired,  but  the  forearms  are  weak.  He  can  only  walk 
at  a  slow  pace,  and  soon  gets  tired  and  wants  to  lie  down. 

He  was  ordered  to  have  his  arms  galvanized,  and  to  take 
ol.  chaulmoogrse  in,v.  liq.  potasssae  nivij.  aq.  cinnam.  |ss 
three  times  a  day  after  meals.  The  chaulmoogra  oil  was 
gradually  increased  to  nixv.  ter  die,  but  not  without  com- 
plaint of  its  producing  nausea  and  abdominal  discomfort, 
and  at  times  even  vomiting.  No  larger  dose  could  be  borne. 
Another  tubercle,  about  j  inch  in  diameter,  but  not  dis- 
coloured, appeared  upon  the  right  cheek  soon  after  he  came 
under  notice.  On  September  3,  1879,  a  little  improvement 
in  the  strength  of  the  arms  was  noted,  and  all  the  tubercles 
except  that  on  the  face  had  gone.  In  December  the  oil  was 
suspended  for  a  few  weeks  on  account  of  vomiting  and  slight 
diarrhoea.  A  blister  came  on  the  ball  of  the  thumb  in  the 
middle  of  October,  and  others  formed  in  different  parts  of 
the  hand  at  intervals  during  the  severe  winter  weather.  The 
sores  resulting  were  treated  by,  and  healed  slowly  under  the 
the  use  of  ol.  chaulmoogrse  sij,  adipis  3iv.  When  the  patient 
was  shown  at  the  Clinical  Society  there  was  considerable 
improvement  in  the  general  health.  The  expression  was 
brighter,  and  there  was  a  little  more  power  in  the  hands  and 
arms,  but  the  ansesthesia  was  unchanged.  In  the  spring  he 
had  a  slight  return  of  the  ague,  which  was  soon  relieved  by 
quinine. 

RemarJcs. — This  case,  while  affording  a  good  example  of 
ansesthetic  leprosy,  is  interesting  on  account  of  the  long 
delay  in  the  manifestation  of  the  symptoms  after  leaving 
Singapore,  and  of  the  influence  of  malaria  in  this  country  in 
developing  the  disease.  Its  treatment  bears  favourable  testi- 
mony to  the  utility  of  chaulmoogra  oil  in  leprosy. 


XXXVIII. — A  Case  of  Impacted  Fishbone  in  the  (Esopha- 
gus^ penetrating  the  Diaphragm  and  Pericardium^  and 
wounding  the  Heart.  By  Fredreic  S.  Eve.  Commu- 
nicated by  Howard  Marsh.    Read  March  12,  1880. 

A  MAN,  set.  59  years,  while  partially  intoxicated,  ate  some 
plaice  for  supper.     The  next  morning  he  complained 
of  pain  in  the  throat,  as  if  something  were  sticking  there. 
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and  he  had  some  difficulty  in  swallowing.  During  the  day  he 
was  engaged  in  his  usual  occupation,  and  carried  a  basket 
of  fruit,  weighing  about  30  lbs.,  some  distance. 

Suffering  considerable  pain  in  the  throat  and  chest,  he 
went  in  the  evening  to  the  nearest  hospital,  where  the  house 
surgeon  passed  a  dilating  horsehair  probang.  The  patient's 
son,  who  accompanied  him,  states  that  on  leaving  the  hos- 
pital his  father  was  extremely  faint  and  ill,  and  complained 
of  severe  pain  in  his  chest — as  he  expressed  it,  '  in  his 
heart.'     With  great  difficulty  he  succeeded  in  walking  home. 

The  patient  did  not  again  leave  his  bed ;  the  pain  in  the 
chest  was  severe,  and  he  vomited  nearly  all  food.  On  the 
third  day  after  that  on  which  he  went  to  the  hospital  the 
pain  had  slightly  diminished,  but  the  vomiting  continued. 
There  was  no  difficulty  in  breathing.  Late  in  the  evening 
he  got  out  of  bed,  stood  upright,  and  spread  out  his  arms, 
stretching  himself;  he  suddenly  staggered ;  his  wife  ran  to 
support  him,  and  he  immediately  expired. 

Mr.  Spark,  who  was  then  sent  for,  subsequently  made 
the  post-mortem  examination,  and  was  good  enough  to  pre- 
sent the  specimen  to  the  museum  of  St.  Bartholomew's 
Hospital.  A  lance-shaped  fishbone,  about  two  inches  long, 
had  penetrated  the  anterior  surface  of  the  oesophagus  about 
a  quarter  of  an  inch  above  the  cardiac  orifice,  transfixed  the 
tendinous  portion  of  the  diaphragm,  and  the  sharp  extremity 
projected  through  the  posterior  portion  of  the  pericardium. 
On  the  opposed  surface  of  the  heart,  half  an  inch  to  the  left 
of  the  posterior  inter-ventricular  septum,  there  was  a  lace- 
rated wound,  consisting  of  two  punctures  placed  side  by 
side,  and  extending  a  quarter  of  an  inch  downwards  in  the 
ventricular  wall,  but  not  penetrating  it.  The  fishbone  was 
directed  obliquely  upwards  and  forwards.  The  broken  ex- 
tremity was  found  projecting  into  the  oesophagus.  The 
parietal  and  visceral  pericardium  around  the  puncture  was 
discoloured  and  covered  with  lymph.  The  heart  was  soft  and 
flabby;  the  pericardium  was  fully  distended  with  sanious 
serum,  and  contained  some  blood-clot. 

Remarks. — Death  was  evidently  due  to  syncope  from 
embarrassment  of  the  heart's  action  by  the  pericardial 
effusion. 

This  case  may,  I  think,  be  classed  among  the  calamities 
of  surgery.  The  position  of  the  fishbone,  and  the  severe 
pain  and  faintness  after  the  passage  of  the  probang,  indi- 
cate, I  think,  that  the  bone  was  driven  by  that  instrument 
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into  the  situation  described.  It  appears  probable  that  when 
pushed  down  the  point  of  the  fishbone  penetrated  the  oeso- 
phagus immediately  above  the  contraction  of  the  sphincter, 
and  was  then  driven  into  the  horizontal  position,  or  in- 
verted ;  on  the  withdrawal  of  the  instrument  the  horsehair 
would  be  likely  to  catch  the  extremity  of  the  bone  and  drive 
it  obliquely  upwards. 

It  is  scarcely  necessary  to  call  attention  to  the  numerous 
cases  on  record  in  which  fishbones,  needles,  pins,  &c.,  have 
worked  their  way  through  the  oesophagus  into  the  aorta  or 
other  structures  in  the  thorax. 

Mr.  Durham  mentions  a  case*  in  which  a  fishbone  was 
found  lying  in  a  similar  position  to  that  in  the  specimen 
described  above,  except  that  it  penetrated  the  stomach  just 
below  the  cardiac  sphincter.  I  infer  from  the  description 
that  the  patient  was  not  subjected  to  treatment. 

There  is  in  the  museum  of  St.  Bartholomew's  Hospital 
an  aorta  which  was  nearly  severed,  immediately  below  the 
origin  of  the  left  subclavian,  by  the  sharp  extremity  of  a 
fishbone  that  had  penetrated  the  oesophagus.  Death  took 
place,  ten  days  after  the  bone  was  swallowed,  from  repeated 
haemorrhages.  Two  similar  cases  are  mentioned  by  Mr. 
Durham. 

It  is,  of  course,  absolutely  necessary  that,  if  practicable, 
the  foreign  body,  if  hard  and  sharp,  should  be  removed 
immediately ;  but,  as  the  case  related  shows,  the  recognized 
treatment  occasionally  leads  to  fatal  results.  When  the 
foreign  body  is  out  of  reach  of  the  finger  it  is  impossible  to 
tell  whether  the  symptoms  do  not  depend  merely  on  a 
scratch  or  abrasion  of  the  gullet,  and  impossible  also,  in  the 
absence  of  history,  to  ascertain  the  nature  of  the  foreign 
body. 

There  appears  therefore  room  for  considerable  improve- 
ment in  the  means  of  diagnosis  and  treatment  of  these 
eases. 

*  Holmes's  System,  vol.  ii.,  p.  521. 
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XXXIX Case  of  Typhoid  Fever,  associated  with  acute 

Nephritis  and  profuse  Hoematuria,  without  Dropsy. 
By  Edward  Headlam  Greenhow,  M.D.  Read 
March  12,  1880. 

PT\  set.  21  years,  a  porter  by  occupation,  was  admitted 
I  J_/i  ■  into  the  Middlesex  Hospital,  under  my  care,  on 
November  25,  1879.  The  patient  did  not  remember  havinfy 
ever  been  ill  until  his  present  attack,  vphich  commenced  on 
Friday,  November  21,  with  headache,  pain  in  the  abdomen, 
and  general  malaise.  Next  day  he  remained  in  bed,  and  on 
attempting  to  rise  experienced  great  pain  in  the  legs,  which 
he  described  as  rheumatic.  On  Saturday,  the  22nd,  he  had 
an  attack  of  violent  shivering,  and  the  following  day  was 
sick ;  he  now  likewise  began  to  suffer  from  cough  and 
slight  sore  throat.  On  Saturday  night  he  suffered  from 
straining  and  difficulty  in  passing  water,  and  observed  that 
the  urine  passed  was  almost  black  in  colour.  From  this  time 
the  calls  to  micturate  were  very  frequent,  and  accompanied 
by  strangury. 

State  on  admission. — Pulse,  108 ;  temperature,  103*2°. 
Urine,  sp.  gr.  1012,  of  a  deep  red  colour,  from  admixture 
with  blood ;  albumen  one-half.  On  microscopical  examina- 
tion numerous  blood  globules,  blood  casts,  and  some  epithelial 
casts  were  found. 

The  patient  was  very  prostrate,  and  complained  of  pains 
generally  over  the  trunk  and  limbs.  He  was  too  weak  to 
undergo  a  minute  examination  of  the  thorax,  but  the  reso- 
nance on  percussion  was  fairly  good,  excepting  in  the  right 
infra-clavicular  and  supra-scapular  regions,  in  both  of  which 
it  was  rather  impaired  ;  the  breathing  was  also  bronchial,  and 
accompanied  by  a  few  crackles,  and  the  vocal  resonance  was 
increased  in  these  situations ;  no  adventitious  sounds  were 
audible  in  any  other  part  of  the  lungs.  The  heart's  apex 
beat  in  the  normal  position,  and  the  sounds  were  clear,  but 
the  second  sound  was  reduplicated  at  the  base.  The  abdo- 
men was  somewhat  tympanitic  and  distended ;  there  was 
considerable  tenderness  on  pressure,  and  distinct  gurgling  in 
the  right  iliac  fossa ;  the  liver  and  spleen  appeared  to  be  of 
normal  size ;  the  patient  had  no  diarrhoea,  and  there  were  no 
rose-spots.     Ordered  to  be  sponged  every  four  hours  with 
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cold  water  containing  solution  of  permanganate  of  potasli, 
and  to  have  beef-tea  and  milk  freely,  but  no  bread. 

9  P.M.,  pulse  126,  temperature  104-8°. 

Progress  of  case. — The  illness  ran  a  rapid  course,  and  the 
prostration  daily  increased,  notwithstanding  the  free  admi- 
nistration of  stimulants.  The  patient  for  the  most  part 
lay  upon  his  back,  with  the  knees  raised,  but  was  sometimes 
found  lying  upon  his  side ;  the  pulse  ranged  during  the  sub- 
sequent days  from  100  to  130,  and  the  temperature  from 
97*6°  to  104*8°.  The  nights  were  restless,  and  there  was 
much  wandering  of  mind,  but  towards  the  close  of  life  the 
patient  became  drowsy  and  heavy,  though  always  capable  of 
being  roused.  The  headache  soon  passed  off;  subsultus  ten- 
dinum  was  occasionally  observed,  and  the  day  before  death 
the  arms  and  legs,  more  especially  the  right  arm,  became 
rigidly  flexed ;  the  pupils,  at  first  rather  large,  became  small 
and  contracted  a  few  days  after  admission,  but  were  equal 
in  size,  and  responded  freely  to  the  stimulus  of  light.  The 
tongue  soon  became  dry  and  fissured,  and  the  lips  and  teeth 
covered  with  sordes.  The  urine  continued  to  be  stained  with 
blood,  but  the  colour  became  less  deep,  and  the  quantity  of 
albumen  diminished  greatly  about  November  30  ;  the  cough 
remained  troublesome ;  the  sputum  was  scanty,  and  often 
streaked  or  stained  with  blood.  The  abdomen  became  more 
distended,  and  continued  more  or  less  painful  on  pressure, 
especially  in  the  right  iliac  region,  over  which  the  abdominal 
walls  were  tense  and  resisting.  The  spleen  was  discovered 
to  be  enlarged  on  November  28 ;  the  bowels  acted  on  No- 
vember 26 ;  the  stool  was  pultaceous,  small,  and  feculant ; 
and  diarrhoea,  characteristic  in  appearance,  developed  on  the 
27th  and,  though  never  severe,  continued  until  the  end.  The 
patient  died  on  December  3,  being  the  thirteenth  day  from 
the  commencement  of  his  illness. 

Post-mortem  examination. — Body  fairly  nourished.  Brain 
and  its  membranes  normal.  The  heart  was  slightly  enlarged, 
and  the  mitral  valve  was  rather  thickened  at  the  margin  and 
somewhat  opaque.  The  lower  lobe  of  the  right  lung  con- 
tained little  air,  and,  as  weU  as  two-thirds  of  the  upper  lobe, 
was  the  seat  of  extensive  hypostatic  congestion.  The  left 
lung  was  the  seat  of  similar  engorgement,  but  to  a  much  less 
degree. 

At  the  lower  extremity  of  the  ileum,  just  above  the.  ileo- 
csecal  valve,  were  two  or  three  round  sloughing  ulcers,  be- 
sides a  single  ulcer  with  sharply  cut  margins  and  smooth 


1^ 

CO 

•JSS22SS§^ 

UJ 

IE                  1 

^,--' 

f^:) 

N 

UJ 

r 

r-i 

UJ 

Z 

^^ 

.^ 

^ 

z 

=o 

O 

z 

fe 

UJ 

2 

cd 

UJ 

Z 

_'-;"""""' 

o 

Z 

o 

to 

M 

UJ 

Z 

:;:::^::"""r— ■■ 

d 

UJ 

Z                                                    1 

f  -  t  1 

^                 ;j,><S<lijj   9^/^/%!a)/) 

'Q 

§^ 

UJ 

z 

1  _s, 

to 

U1 

UJ 

z 

'^^r    T 

i-H 

UJ 

z 

.^ 

S 

z 

M. 

UJ 

^-- , 

2§ 

z 

_._. 

^ 

t5 

^    ,.-^-4 

S 

S         III. 

T      ----. 

ii5 

1— I 

UJ                           "f 

2           iiOZf /»2i?'jr 

'Ill 

;2 

H      ;^5^     i"-"-"f:j 

22 

z'         .           1 

~r 

•oaquoos^j 

c6 

I         I  """---'"'" 

N 

3 

1         "^J  t 

*      M 

eb 

OJ 

""':=. 

d 

CO 

irt 

[t     1                             1 1 

si 

}  rF  1 

CO 

S 

(M 

■"='::-_.,     11     ||t| 

CD 
CO 

SI 

CO 

"'i-7           T 

in 

(M 

^ 

'--J     •S'JU^UHft*  '  yftr) 

1        "-^'i 

Si 

1 

Dr.  Headlam  Greenhow's  Case  of  Typhoid  Fever.      179 

glistening  base,  evidently  in  the  stage  of  healing.  No  other 
ulcers  besides  these  occurred,  but  Peyer's  glands  and  some 
of  the  solitary  follicles,  higher  up  the  ileum,  were  obviously 
swollen  and  injected.  The  liver  was  swollen,  rather  firm, 
and  of  a  pinkish  colour.  The  spleen  was  large,  swollen,  and 
soft ;  it  weighed  14  ounces.  Both  kidneys  were  greatly 
enlarged ;  on  stripping  ojff  the  capsule  the  surface  of  each 
was  of  a  dark  chocolate  colour  ;  on  section  the  whole  of  these 
organs,  both  in  their  cortical  and  medullary  portions,  were 
much  congested  ;  they  had  a  general  red  colour,  most  intense 
at  the  basal  portion  of  the  pyramids,  which  were  almost  black. 
The  cortical  part  was  obviously  swollen,  the  congested  vessels 
streaking  the  paler  tubular  tissue.  Sections  examined  under 
the  microscope  showed  the  renal  tubes  to  be  distended  with 
opaque  granular  epithelium,  and  between  the  tubules,  both 
of  the  cortex  and  medulla,  there  was  a  considerable  amount 
of  small  cell  infiltration.  The  right  kidney  weighed  12^ 
ounces,  the  left  14  ounces. 

Bemarks. — I  have  thought  this  case  of  sufficient  interest 
and  rarity  to  justify  me  in  bringing  it  before  the  Society. 
Although  it  is  by  no  means  uncommon  to  find  albumen  and 
even  traces  of  blood  in  the  urine  in  severe  cases  of  typhoid 
fever,  I  never  myself  met  with  a  case  similar  to  that  I  have 
now  narrated.  When  albumen  is  found  in  the  urine  of 
typhoid  fever  patients  it  does  not  usually  occur  until  a  more 
advanced  stage  of  the  disease ;  according  to  Liebermeister, 
not  until  the  disease  has  reached  its  height ;  and,  according 
to  Dr.  Murchison,  rarely  sooner  than  the  third  week.  It  is 
usually  due  either  to  congestion  or  to  parenchymatous  dege- 
neration of  the  kidneys,  not,  as  in  this  case,  to  acute 
nephritis.  Again,  Dr.  Murchison  says  that  when  copious 
hsematuria  occurs  in  the  course  of  typhoid  fever  it  is  for  the 
most  part  associated  with  other  haemorrhages,  whereas  no 
other  haemorrhage  existed  in  my  patient.  The  only  record  of 
cases  resembling  the  present  one  which  I  have  been  able  to 
find  is  a  reference  by  Liebermeister  to  the  cases  of  two 
patients  in  the  hospital  at  Basle,  reported  by  Immermann, 
who  died  of  uraemia,  the  result  of  acute  parenchymatous 
nephritis,  in  the  year  1872,  soon  after  admission  to  the  hos- 
pital, and  during  the  height  of  an  attack  of  typhoid  fever.  In 
reference  to  my  patient  I  may  add  that  the  most  careful 
inquiries  made,  both  of  the  man  himself  and  of  his  mother, 
failed  to  elicit  the  history  of  any  previous  illness,  and  the 
only   evidence    afforded    by   the   post-mortem   examination 
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which  could  suggest  its  existence  was  the  trivial  hypertrophy 
of  the  heart  and  the  slight  thickening  of  the  margins  of  the 
mitral  valve.  These  were,  however,  very  slight ;  and  though 
it  seems  difficult  to  believe  that  they  could  have  taken  place 
in  so  short  a  space  of  time,  I  am  inclined  to  think  that  they 
were  due  to  the  very  intense  nephritis. 

The  points  which  appear  to  me  of  chief  interest  in  the 
case  are  :  the  concurrence  of  typhoid  fever  with  such  severe 
nephritis,  affecting  both  the  tubiiles  and  the  interstitial 
tissue  of  the  kidneys  ;  the  entire  absence  of  dropsy,  and  the 
intense  and  very  severe  and  rapid  course  of  the  disease, 
which  proved  fatal  on  the  thirteenth  day  from  the  appear- 
ance of  the  earliest  symptoms  of  indisposition. 


XL. — A  Case  of  rapid  and  almost  universal  Paraly- 
sis involving  the  four  extremities,  both  sides  of  face,  res- 
piration, deglutition.  Syphilitic  history.  Recovery. 
By  Thomas  Buzzard,  M.D.     Read  March  12,  1880.' 

ON  April  14  last,  at  the  request  of  Dr.  Slight,  of  Clifford 
Street,  I  visited  Thomas  O.,  a  tailor's  cutter,  who  was 
lying  paralysed  in  lodgings.  He  was  44  years  of  age,  and 
unmarried. 

Finding  that  he  was  suffering  from  paralysis  of  all  four 
extremities  and  of  both  sides  of  the  face,  which  had  been 
rapid  in  its  onset,  and  was  hourly  increasing,  I  ordered  him 
without  loss  of  time  to  be  removed  to  the  National  Hospital, 
Queen  Square,  where  he  was  received  under  my  care.  The 
following  notes  of  the  case  were  taken  in  great  part  by 
Mr.  A.  E.  Broster,  resident  medical  officer :  '  Patient  is  a 
medium-sized  man,  sparely  built,  whose  mental  condition  is 
perfectly  normal.  His  face  is  expressionless,  being  paralysed 
on  both  sides.  He  is  unable  to  close  either  eye,  a  gap  be- 
tween the  lids  measuring  about  5  mm.  being  left  when  he 
tries  to  do  so.  He  is  apt  to  bite  his  cheeks  when  eating,  and 
the  food  accumulates  between  the  teeth  and  cheeks  on  either 
side,  but  especially  on  the  left.  When  he  smiles  there  is 
just  the  faintest  movement  of  the  right  angle  of  the  mouth, 
but  none  of  the  left.  The  mouth  is  very  slightly  drawn  to 
the  right,  and  opens  somewhat  wider  on  that  side  than  on 
the  left.  He  cannot  whistle,  neither  can  he  frown  nor  move 
tlie  skin  of  his  forehead  in  the  slightest  degreee.    The  saliva 
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runs  from  his  mouth.  There  is  complete  paralysis  of  the 
external  rectus  muscle  of  each  eye.  The  pupils  (size  of  No. 
6,  Hutchinson)  react  well  to  light.  There  is  the  cicatrix 
of  an  old  ulcer  of  the  cornea.  The  tongue  is  broad,  flabby, 
and  somewhat  tremulous.  It  is  protruded  straight,  and  is 
not  apparently  wasted. 

He  is  unable  to  swallow  solids  except  with  the  greatest 
difficulty ;  they  stick  in  his  throat,  and  he  is  obliged  to 
drink  to  wash  them  down.  He  can  take  fluids  well  enough, 
and  they  never  regurgitate  through  the  nostrils.  His  voice  is 
normal,  the  hyoid  muscles  act  properly,  and  when  asked  to 
swallow  the  larynx  is  felt  to  rise  apparently  as  freely  as  in 
health.  The  sterno-mastoid  muscles  seem  exceedingly  feeble 
and  flaccid,  and  so  does  the  platysma  on  each  side. 

Respiration  is  mainly  upper  thoracic,  the  lower  part  of 
the  chest  not  expanding  as  it  should,  and  the  diaphragm 
scarcely,  if  at  all,  moving.  The  respiratory  movements  are 
not  manifestly  aided  by  the  sterno-mastoids.  There  is  no 
marked  inequality  of  expansion  on  the  two  sides  of  the  chest. 
There  is  some  loss  of  control  over  the  sphincter  ani 
when  his  bowels  are  relaxed,  and  he  is  obliged  to  be  quick 
when  he  wants  to  micturate. 

Upper  extremities. — By  the  dynamometer  the  right  hand 
gives  a  grasp  of  18  kilogr.,  the  left  14  kilogr.  He  is 
just  able  to  feed  himself,  but  cannot  dress  himself.  The 
muscles  do  not  appear  to  be  wasted.  Tested  with  loaded 
balls  it  is  found  that  he  cannot  judge  of  weights  with  his 
left  arm,  though  he  can  do  so  tolerably  well  with  his  right. 
He  is  unable  to  button  his  clothes,  nor  can  he  hold  an  orange 
to  eat  it.     *  His  mouth  seems  to  run  away  from  it.' 

Lower  extremities. — Patient  is  unable  to  stand.  As  he  lies 
he  can  move  one  foot  across  the  other,  but  cannot  lift  either 
more  than  three  or  four  inches  off  the  bed.  There  is  great 
muscular  flaccidity.  He  does  not  know  where  his  legs  are  in 
bed.  The  patellar  tendon  reflex  was  carefully  tested  on 
several  occasions,  and  was  found  to  be  absent  in  both  legs. 
There  was  no  reflex  clonus  of  the  feet. 

Cutaneous  sensibility :  Face. — Over  the  right  side  of  the 
face  there  is  complete  loss  of  sensibility  to  touch  and  pain, 
with  apparently  increased  (but,  at  all  events,  well-retained) 
sensibility  to  heat  and  cold.  The  loss  of  sensibility  is  like- 
wise observed,  though  to  a  somewhat  less  extent,  over  the 
left  side  of  the  face,  and  also,  though  here  again  in  a  less 
complete  degree,  on  his  forehead.  In  these  situations,  again, 
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the  sensibility  to  lieat  and  cold  is  perfectly  retained,  and  ap- 
parently, indeed,  increased.  Below  tlie  middle  of  the  forearm 
there  is  almost  entire  loss  of  sensibility  to  touch  and  pain, 
whilst  heat  and  cold  are  well  recognized.  Where  the  alter- 
ation in  sensibility  begins  there  is  what  the  patient  describes 
as  a  '  band-like  feeling  around  the  arm.'  In  the  tips  of  his 
fingers  there  is  a  constant  tingling  sensation,  and  anything 
which  he  touches  with  them  feels  hot. 

He  cannot  pick  up  a  coin.  In  trying  to  take  a  shilling 
out  of  his  trousers  pocket  he  brought  his  hand  out  several 
times,  thinking  that  he  had  it  in  his  fingers,  which  was  not 
the  case.  In  his  lower  extremities  sensibility  is  also  greatly 
modified.  Below  the  middle  of  the  thigh,  on  each  side,  neither 
a  touch  nor  the  prick  of  a  pin  is  recognized.  Over  the 
whole  of  both  feet,  as  well  as  half-way  up  the  legs  and  on 
the  posterior  surface  of  the  rest  of  each  lower  extremity, 
sensibility  to  heat  and  cold  appears  intensified.  To  the  soles 
of  the  feet  water  of  the  temperature  of  the  air  feels  *  stone- 
cold,'  as  he  terms  it,  causing  him  to  draw  his  feet  away 
sharply,  from  the  discomfort  it  occasions.  Heat  appears  also 
to  be  perceived  in  an  exaggerated  degree,  but  not  to  the 
same  extent  as  cold.  Over  the  whole  of  the  trunk  the  cuta- 
neous sensibility  is  normal.  He  has  frequent  pains  in  the 
calves,  sometimes  of  a  very  sharp  character,  and  the  legs 
will  twitch  when  they  occur.  At  other  times  the  pains  are 
of  a  dull  heavy  character. 

Spine. — No  abnormality  can  be  perceived  in  the  spinal 
column.  Percussion  causes  no  pain  or  tenderness.  He  com- 
plains of  a  feeling  of  stilfness,  but  this  is  apparently  sub- 
jective. On  asking  him  to  bend  his  back  it  is  found  that  he 
cannot  move  it,  but  the  attempt  to  do  so  causes  some  pain 
in  the  lumbar  region. 

Sense  of  smell. — A-Ssafcetida  and  sumbul  are  recognized 
by  the  right  nostril,  but  not  in  the  slightest  degree  by  the 
left. 

Sight.— He  complains  of  occasional  muscse.  There  is 
diplopia.  A  pencil  held  up  is  seen  as  two,  about  5  inches 
apart,  the  false  image  to  the  left  and  parallel  with  the  other. 
There  is  no  hemiopia.  The  field  of  vision  appears  to  be  of 
normal  extent.  Examination  by  the  ophthalmoscope  dis- 
closes no  change  in  the  fundus  oculi  of  either  side. 

Hearing. — Normal. 

Taste. — He  does  not  recognize  salt  or  sugar  on  either 
side ;  says  they  both  taste  warm,  and  hotter  on  the  right 
than  on  the  left  side. 
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Pulse  is  quick,  temperature  normal. 

He  complains  o£  a  good  deal  of  headaclie  in  tlie  right 
frontal  region,  spreading  to  the  vertex.  He  has  also  sharp 
pains,  sudden  and  of  momentary  duration,  like  a  knife-stab, 
in  the  right  thigh  and  knee.     His  sleep  is  not  good. 

Urine  contains  no  albumen. 

The  patient  shows  no  disposition  to  develop  bedsores. 

Such  was  the  patient's  condition  when  admitted  into 
hospital.  His  illness  had  come  on  in  the  following  manner : 
About  a  month  previously  the  people  with  whom  he  lived 
say  that  they  noticed  his  face  to  be  drawn  to  the  right.  He 
had  no  idea  of  this  himself,  and  for  his  part  felt  in  perfect 
health  till  March  31,  just  a  fortnight  before  I  saw  him. 
He  then  noticed  a  sensation  of  '  pins-and-needles '  in  his 
hands  and  feet.  Although  this  feeling  continued  he  was  able 
to  go  about  and  follow  his  occupation,  though  with  difficulty, 
till  April  5. 

On  April  3,  whilst  walking  across  a  street,  he  tried  to 
hurry  out  of  the  way  of  a  passing  vehicle,  when  he  found 
that  his  legs  seemed  to  stick  and  refused  to  move  fast — 
one  as  bad  as  the  other.  The  same  day  he  began  to  see 
double. 

April  4. — In  the  same  state.  He  still  continued  to  go 
to  work. 

6. — Got  up  in  the  morning  and  walked  to  see  his  doctor 
(about  two  minutes'  walk)  with  much  difficulty.  Succeeded 
in  dressing  himself.     Could  not  work  after  this  date. 

8. — Could  not  walk.  Had  a  dull  aching  pain  along  the 
hamstrings.  Could  not  sleep.  Found  difficulty  in  swallow- 
ing meat.     Very  severe  right  frontal  headache. 

11. — Could  not  dress  himself.  The  fingers  were  numb, 
so  that  he  could  not  feel  the  buttons.  At  first  there  was  no 
pain  whatever  in  the  spine  on  movement,  but  between  the 
9th  and  14th  he  found,  in  stooping  to  the  ground,  an  aching 
pain  in  the  lumbar  region. 

At  no  time  was  there  any  vomiting. 

There  was  no  history  of  any  blow,  injury,  or  exposure  to 
cold.  He  had  not  suffered  from  soreness  of  the  throat,  nor 
had  he  been  brought  in  contact  with  any  one  suffering  from 
sore  throat.  At  the  age  of  24  he  had  a  syphilitic  chancre, 
the  scar  of  which  remains  visible.  Besides  this  he  never 
had,  he  says,  a  day's  illness. 

There  is  no  family  history  of  gout,  phthisis,  or  nervous 
disorder. 
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He  was  ordered  to  take  10  grains  of  iodide  of  potassium 
every  four  hours. 

On  April  15,  the  day  after  his  admission  into  hospital,  I 
found  that  reaction  to  the  induced  current  was  almost 
entirely  absent  in  the  muscles  of  the  face,  and  also  in  the 
thenar  eminences  of  each  hand  ;  it  was  lessened,  though  not 
to  the  same  extent,  in  the  muscles  on  the  front  and  back  of 
the  forearm. 

April  16. — There  was  a  little  more  power  in  moving  the 
external  recti  muscles.  Two  days  later  the  sensibility  of 
the  face  was  decidedly  improved ;  a  touch  could  be  felt  on 
each  cheek.  There  was  still  internal  strabismus,  but  the 
external  recti  muscles  could  now  move  the  eyeball  three- 
fourths  of  its  proper  distance.  He  was  now  able  to  bend  his 
back,  when  propped  up,  with  scarcely  any  discomfort. 

22. — Feels  a  touch  on  each  forearm  as  well  as  ever 
he  did,  but  a  pin-prick  below  the  middle  is  as  yet  only 
recognized  as  something  hot.  He  can  close  his  eyes  better, 
though  not  effectually,  and  there  is  scarcely  any  abnormal 
deviation  of  the  eyeballs.  There  are  deep  excavations  in 
the  interosseous  spaces  from  atrophy  of  the  muscles. 

29. — Examined  electrically.  There  is  very  slight  re- 
action to  strong  induced  currents  in  all  the  muscles  of  the 
lower  extremities,  and  it  is  almost  absent  in  the  interossei 
and  thenar  muscles  of  the  right  hand.  The  electrical  appli- 
cations are  only  slightly  felt  in  all  the  limbs.  He  now  shuts 
his  eyes  perfectly,  can  show  his  teeth,  and  can  whistle.  The 
diplopia  continues,  but  there  is  less  distance  between  the 
images.  He  was  ordered  to  be  rubbed  in  daily  with  3J  of 
ung.  hydrarg.,  and  to  take  15  grains  of  iodide  every  four 
hours. 

May  8. — During  the  last  week  he  has  made  rapid  pro- 
gress. There  is  now  no  diplopia  whatever,  and  he  reads  with 
ease.  The  dynamometer  gives  with  the  right  hand  20  kilogr., 
with  the  left  18.  The  sensibility  of  the  hands  and  forearms 
to  touch,  pain,  and  heat  has  become  normal.  In  the  lower 
limbs,  although  he  feels  everything,  the  sensation  is  dulled. 
Of  late  his  hands  and  fingers  have  tingled,  'as  if  asleep.' 
He  cannot  stand,  but  he  moves  in  bed  and  manages  to  get 
on  the  nightstool  by  himself,  which  he  could  not  do  a  week 
ago.  There  is  no  delay  in  the  bladder.  In  the  lower  dorso- 
lumbar  region  there  is  still  some  stiffness  and  uneasiness  in 
bending  the  back. 

17.— He  stood  fairly  for  the  first  time,  and,  with  help, 
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walked  a  few  steps.     There  is  still  some  pain  in  the  lower 
part  of  the  back  on  movement. 

19. — It  is  noted  that  his  taste  is  perfect,  and  that 
there  is  now  nothing  whatever  wrong  with  the  face  or 
eyes.  The  grasp  with  the  right  hand  measures  23  kilogr., 
with  the  left  22.  He  is  able  to  button  his  clothes, 
feed,  and  dress  himself.  He  is  able  to  walk,  but  says  the 
ground  does  not  feel  quite  natural  to  him.  His  legs  seem 
to  spring  under  him.  His  gait  was  somewhat  ataxic.  He 
complains  of  a  '  dull  pain '  in  the  lower  limbs,  which,  when 
he  moves  them  down  sharply,  seems  to  run  up  to  his  back 
'  and  make  his  teeth  chatter.'  Says  he  draws  them  up  to 
relieve  the  pain,  and  that  when  he  attempts  to  put  them 
down  they  feel  stiff.  He  continues  to  take  15  grains  of 
iodide  every  four  hours,  and  is  rubbed  with  5J  of  ung. 
hydrargyri  daily. 

20. — The  gums  becoming  a  little  red  and  tender,  the 
ointment  was  ordered  to  be  used  on  alternate  days  only. 

31.— Dynam. :  right,  28  kilogr.;  left,  23  kilogr.  Im- 
provement is  continued. 

June  27. — Dynam.  :  right,  31  kilogr. ;  left,  27  kilogr. 

July  24. — He  was  discharged.  The  mercurial  ointment 
was  ordered  to  be  discontinued ;  the  iodide  to  be  taken  in 
doses  of  5  grains  three  times  a  day.  It  was  noted  that  the 
patellar  tendon  reflex  was  still  altogether  absent. 

August  10. — Dynam. :  right,  35  kilogr. ;  left,  33  kilogr. 
He  can  take  a  walk  of  three  to  four  miles.  The  ground  feels 
natural,  and  the  legs  do  not  spring.  There  is  now  decided 
patellar  tendon  reflex  in  the  right  leg.  Three  days  later  it 
was  found  also  to  have  returned  in  the  left  leg.  There 
remains  a  little  numbness  on  the  front  of  the  left  thigh  and 
in  the  toes.  Certain  sharp  momentary  pains,  '  like  a  very 
sharp  knife,'  which  he  used  to  have  in  the  right  thigh  have 
nearly  ceased,  and  there  is  now  only  a  little  aching  in  the 
back.     He  returns  to  his  work  well. 

I  may  add  that  the  patient  has  since  continued  regularly 
at  his  employment,  and  that  he  was  to  have  been  present 
here  this  evening. 

Remarks. — In  1859  Landry  described,  under  the  name  of 
'  acute  ascending  paralysis,'  a  condition  characterized  by 
paralysis  mounting  from  the  legs  to  the  arms  and  the  district 
innervated  from  the  medulla  oblongata.  I  may  quote  here  the 
definition  of  the  malady  given  by  Erb,  in  his  monograph  on 
Diseases  of  the  Spinal  Cord,  in  Ziemssen's  Cyclopaedia :  '  The 
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disease  designated  by  the  name  of  paralysis  ascendens  acuta 
is  clinically  cliaracteri/ed  by  a  motor  paralysis  which  generally 
begins  in  the  lower  extremities,  spreads  pretty  rapidly  over 
the  trunk  to  the  upper  extremities,  and  usually  also  involves 
the  medulla  oblongata,  which  sometimes  runs  its  course 
without  fever,  sometimes  with  more  or  less  active  fever,  which 
but  slightly  involves  the  general  sensibility  and  the  functions 
of  the  bladder  and  rectum,  and  which  runs  its  course  without 
any  notable  atrophy  of  the  muscles,  and  without  any  diminu- 
tion or  change  of  their  electrical  excitability.  In  the  majority 
of  instances  the  disease  terminates  fatally,  by  asphyxia,  pa- 
ralysis of  deglutition,  and  the  like  ;  but  lighter  cases  may 
end  in  recovery.  The  anatomical  characteristics  of  the 
disease  are  at  present  purely  negative.  No  pathologico- 
anatomical  alterations  are  to  be  found  anywhere,  and  espe- 
cially not  in  the  spinal  cord,  which  might  explain  the  picture 
of  the  disease.  In  particular  there  are  no  signs  of  hyper- 
emia within  the  spinal  cord,  of  myelitis,  of  acute  destruction 
of  the  ganglion  cells  or  nerve  fibres.' 

'  Exceptionally,'  Erb  remarks,  '  the  disease  may  be  seen  to 
progress  downwards  within  the  cord,  instead  of  pursuing  the 
more  frequent  ascending  course.  The  paralysis  then  begins 
in  the  nerves  of  the  bulb,  and  successively  seizes  first  the 
upper  and  then  the  lower  extremities.  So  in  the  case  of  the 
distinguished  Cuvier,  as  reported  by  Pellegrino-Levi.' 

If  we  come  to  examine  details  it  will  be  seen  that  my 
case,  although  presenting  a  prima  facie  resemblance  to  this 
disease,  differs  from  it  in  certain  essential  particulars — 

1.  In  the  extensive  and  profound  affection  of  sensibility. 

2.  In  the  greatly  diminished  (almost  lost  in  the  lower 
extremities)  electrical  excitability  of  the  muscular  system. 

3.  In  the  occurrence  of  paralysis  of  the  external  recti 
muscles. 

Erb,  as  the  result  of  a  summary  of  the  various  published 
cases,  remarks : — 

'1.  As  a  rule  the  very  slight  disturbance  of  sensibility  is 
especially  noticeable. 

'2.  The  electrical  excitability  of  the  paralysed  nerves  and 
muscles  remains  entirely  normal.  In  all  the  more  recent 
cases,  carefully  investigated  by  skilled  hands  (Pellegrino- 
Levi,  Bernhardt.  Westphal,  &c.),  no  anomaly  of  electrical 
excitability  worth  mentioning  has  been  found,  even  after  the 
disease  had  existed  for  a  number  of  weeks.  By  this  very 
means,'  he  adds,  '  the  disease  seems  to  be  distinguished  in  a 
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very  significant  manner  from  all  progressive  paralysis  caused 
by  gross  anatomical  lesions  within  the  spinal  cord  (myelitis 
centralis,  poliomyelitis  anterior  subacuta,  &c.). 

3.  '  Actual  paralysis  of  the  muscles  of  the  eye/  he  says, 
'  has  not  been  observed.' 

In  many  respects  the  case  resembles  those  described  by 
Duchenne  under  the  title  of  subacute  spinal  paralysis,  but 
differs  in  the  important  circumstance  that  in  Duchenne's 
cases  there  is  no  affection  of  sensibility.  Indeed,  they  appear 
to  be  cases  of  what  is  now  called  subacute  anterior  polyo- 
melitis. 

In  the  present  case  it  will  have  been  noted  that  the  first 
symptoms  of  disease  occurred  in  the  face.  It  was  drawn  to 
the  right.  This  was  followed  a  week  or  two  afterwards  by 
'  pins-and-needles '  in  the  patient's  hands  and  feet.  A  little 
later  and  there  was  loss  of  power  in  the  lower  extremities, 
followed  in  a  day  or  so  by  weakness  and  numbness  of  his 
arms,  paralysis  of  external  recti,  of  deglutition,  &c.  80  that 
the  term  '  ascending '  would  not  be  applicable. 

On  the  other  hand,  the  resemblance  of  this  case  to  one 
which  I  had  the  honour  of  bringing  before  this  Society  in 
1874  *  is  most  striking.  So  remarkable  was  it  that,  struck 
by  the  extraordinary  likeness,  I  did  not  doubt  a  similar  result 
would  occur ;  and  when  this  man  was  admitted  into  the  hos- 
pital I  ventured — somewhat  rashly,  perhaps — to  express  my 
conviction  to  the  medical  officer,  first,  that  a  history  of 
syphilis  would  be  found ;  and,  secondly,  that  the  man  would 
recover  under  appropriate  treatment.  The  patient  overheard 
my  remark,  and  at  once  said,  '  I  had  syphilis  many  years  ago.' 

In  the  case  of  W.  H.,  to  which  I  have  referred,  there  was 
also  double  facial  paralysis,  weakness  of  one  external  rectus 
muscle,  and  anaesthesia  of  the  face  and  extremities,  almost 
complete  paralysis  of  all  four  limbs,  weakness  of  the  bladder, 
partial  paralysis  of  respiration,  and  deglutition.  The  man,  as 
did  this  patient,  changed  in  the  course  of  a  few  hours  from  a 
condition  of  progressive  worsening  and  imminent  danger  to 
life,  from  respiratory  difficulty  to  improvement,  under  the 
iodide  of  potassium,  and  recovered  completely  in  a  few  weeks. 
In  my  last  case,  as  well  as  in  this,  it  was  necessary  to  con- 
sider whether  a  lesion  of  the  pons  varolii  would  suffice  to  ex- 
plain all  the  symptoms  experienced  by  the  patient.  In  that 
case  I  came  to  the  conclusion,  principally  on  account  of  the 
marked  constriction  of  the  waist  complained  of,  that  the 
*  Clinical  Society's  Transactions,  vol.  vii.,  p.  75. 
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lesion  was  certainly  not  confined  to  the  pons  (althougli  this 
centre  was  doubtless  afifected),  but  that  there  must  be  also 
another  lesion,  which  I  referred  to  the  membranes  within 
the  spinal  canal. 

In  the  present  instance,  again,  we  are  able  to  say  with 
certainty  that  there  must  have  been  lesion  within  the  spinal 
canal.     This  is  shown  especially  by  three  symptoms — 

1.  The  total  absence  of  patellar  tendon  reflex. 

2.  The  atrophy  of  the  inter-ossei  muscles. 

3.  The  great  diminution  of  reaction  to  the  induced  cur- 
rent in  the  muscular  system. 

None  of  these  symptoms  could  be  brought  about  by  a 
lesion  of  the  pons. 

It  will  be  noted  that  the  lesion,  whatever  it  was,  affected 
as  well  the  sensory  as  the  motor  side  of  the  cerebro-spinal 
nervous  system,  and  that  not  only  was  the  electrical  reaction 
of  the  muscular  system  greatly  diminished,  but  there  was 
muscular  atrophy.  On  the  sensory  side  the  symptoms  were 
threefold :  cutaneous  anaesthesia  and  shooting  pains,  which 
invaded  the  head  as  well  as  the  limbs,  and  loss  of  muscular 
sense.  The  reflex  activity  of  the  spinal  cord  both  as  regards 
the  skin  and  the  patellar  tendon  was  suspended.  On  the 
motor  side  there  was  partial  paralysis  of  all  four  extremities, 
of  the  muscles  of  the  back,  of  the  diaphragm,  and  lower 
intercostal  muscles,  of  both  seventh  and  both  six  nerves, 
and  of  the  sphincters. 

It  is  evident,  from  a  consideration  of  this  wide  extent  of 
result,  that  there  must  have  been  a  lesion  either  involving 
generally  the  grey  matter  of  the  cord,  medulla,  and  pons, 
or  else  a  meningeal  change  sufl&cient  to  exert  compression 
simultaneously  upon  both  the  anterior  and  posterior  roots  of 
the  nerves  belonging  to  those  portions  of  the  cerebro-spinal 
system. 

Now,  we  know  that  in  acute  poliomyehtis  of  the  anterior 
cornua  the  lesion  is  confined  in  a  remarkable  way  to  the 
anterior  horns,  and  it  is  exceedingly  rare,  therefore,  for  any 
alteration  of  sensibility  to  occur  in  that  disease.  But  here 
the  affection  of  sensibility  was  quite  as  strongly  marked  as 
that  of  motility ;  and  if  we  would  ascribe  the  condition  to  a 
myelitis  at  all  it  must  be  to  an  acute  central  myelitis,  a 
poliomyelitis  involving  both  anterior  and  posterior  cornua, 
and  not  only  the  horns  of  grey  matter  in  the  cord,  but  also 
their  analogues  in  the  bulb  and  pons,  which  represent  phy- 
siologically the  prolongation  of  the   spinal  cord   into   the 
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cranial  cavity.  To  say  nothing  of  the  fact  that  pathological 
anatomy,  so  far  as  I  am  aware,  gives  ns  no  account  of  such 
a  condition,  it  is  to  my  mind  improbable  that  such  a  com- 
plete recovery  could  take  place  as  occurred  in  this  and  my 
other  case  from  a  lesion  of  this  extent  and  gravity.  It  is  a 
question  whether  anterior  acute  polio mj'elitis  ever  clears  off 
without  leaving  paralysis  in  at  least  one  limb. 

There  is  only  one  alternative,  and  that  is  some  change 
in  the  pia  mater — a  meningitis,  or,  as  I  think,  perhaps 
more  probable,  a  state  of  obstructed  circulation  in  the  ves- 
sels of  the  membrane,  dependent  possibly  upon  some  syphi- 
litic thickening  of  the  walls  of  the  vessels,  accompanied  by 
some  exudation  involving  the  roots  of  the  nerves,  irritating 
some  of  them,  so  as  to  cause  pain,  and  obstructing  others  by 
compression.  But  all  this  is  purely  hypothetical.  The  man 
recovered,  as  did  the  other  case  which  I  brought  before  this 
Society,  and  as  did  also  a  female  patient  who  came  under  my 
care  at  the  hospital,  and  whose  case,  though  far  milder, 
belonged  to  the  same  class."^  I  have  also  had  another  case 
of  a  female  in  private  practice,  who  likewise  recovered. 

It  is  important  to  note  that  in  three  out  of  these  four 
cases  to  which  I  have  referred  there  was  a  distinct  history 
of  syphilis.  In  the  fourth  there  are  strong  reasons  also  for 
suspecting  it. 

This  was  the  case  also  in  an  instance  of  *  acute  ascending 
paralysis  '  recorded  by  Dr.  Arthur  Fox,  of  Bath.j  The  patient 
was  a  prostitute,  and  there  was  a  history  of  sore  followed  by 
eruption  and  sore  throat.  In  her  case  the  symptoms,  which 
began  with  pains  in  the  legs  and  loins,  included  incontinence 
of  urine,  followed  by  loss  of  power  in  the  legs,  extending 
shortly  to  the  arms,  and  causing  death  in  about  a  fortnight. 
In  several  essential  points  that  case  differed  from  this,  espe- 
cially in  the  existence  of  hyperalgesia  and  delirium,  and  the 
absence  of  symptoms  referable  to  the  nerves  emanating  from 
the  pons  and  medulla  oblongata.  Very  slight  changes,  if 
any,  were  found  in  the  nervous  structures  post  mortem  by 
Dr.  Shingleton  Smith.  '  Sections  of  the  cord,'  he  reports, 
*  in  the  cervical  region  seem  to  have  some  increase  in  the 
connective  tissue  elements.  The  grey  matter  took  the  stain- 
ing liuid  more  readily  than  usual,  and  some  of  the  cells  have 
a  contracted  appearance.  ...  In  the  absence  of  any  other 
morbid  change  the  intense  coloration  (by  the  staining  fluid) 

*   Vide  clinical  lecture  on  'Syphilitic  Paraplegia,'  Laticet,  April  5,  1879. 
j-   Vide  Brain,  part  vii. 
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is  an  indication  of  some  minute  and  diffuse  protoplasmic 
change  such  as  would  exist  in  the  early  stage  of  diffuse 
myelitis.' 

In  my  previous  case  (W.  H.)  I  was  inclined  to  suppose 
that  a  pachymeningitis — an  inflammation  of  the  dura  mater 
— lay  at  the  bottom  of  the  mischief,  but  from  the  symptoms 
presented  by  a  patient  who  died  of  pachymeningitis  some 
little  time  since  (confirmed  by  autopsy)  I  am  now  disposed 
to  think  that  the  dura  mater  is  not  involved  in  such  cases 
as  that  which  I  now  bring  before  the  Society. 

The  complete  disappearance  of  the  patellar  tendon  reflex, 
and  its  return  during  the  patient's  convalescence,  are  very 
interesting  points  in  the  case,  and,  so  far  as  I  know,  this  is 
the  first  recorded  instance  of  the  disappearance  and  return 
of  the  phenomenon  in  a  case  of  this  kind.  The  circumstance 
lends  us  important  aid  in  diagnosis  in  regard  to  localization. 
We  can  confidently  say  that  there  must  have  been  lesion 
within  the  spinal  canal.  It  does  not,  however,  enable  us  to 
clear  up  the  difl&culty  as  between  acute  diffuse  myelitis  and 
some  change  in  the  pia  mater — meningitis,  or  otherwise.  In 
the  latter  case,  supposing  that  there  were,  as  is  possible,  I 
think,  a  lesion  of  the  roots  of  nerves  sufiicient  to  cause  cuta- 
neous anaesthesia,  shooting  pains,  paralysis,  muscular  atrophy, 
and  almost  total  absence  of  electrical  reaction,  it  would  be 
quite  competent  to  obstruct  also  the  reflex  from  the  tendi- 
nous nerves.  Nor,  I  think,  does  the  interesting  retention  of 
sensibility — a  hypersesthesia,  indeed — to  temperature  whilst 
touch,  pain,  and  muscular  sense  were  greatly  in  abeyance, 
help  us  to  differentiate.  The  retention  or  exaltation  of  the 
sense  of  temperature  alone,  accompanied  by  some  cutaneous 
anaesthesia  as  regards  touch,  is  frequently  seen  in  rheumatic 
perineuritis,  and  it  is  also  present  in  two  cases  of  hemiplegia 
under  my  care  at  the  present  time. 

All  the  cases  of  this  kind  that  I  have  seen  have  re- 
covered, and  I  can  add  nothing  positive,  therefore,  to  the 
pathology. 

It  will  be  a  source  of  satisfaction  to  me  if  the  narration 
of  this  case,  by  tending  to  bring  forward  the  experience  of 
others,  may  help  to  elucidate  a  diagnosis  which  is  confessedly 
as  obscure  as  it  is  interesting. 
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XLI. — Case  of  Fracture  extending  through  the  Temporal 
Bone  in  a  child  aged  thirteen  months.  By  Frederick 
S.  Eve.  Communicated  by  Howard  Marsh.  Read 
March  12,  1880. 

"pOBERT  W.,  set.  13  months,  was  admitted  to  St.  Bar- 
JA;  tholomew's  Hospital  on  the  evening  of  October  16, 
under  the  care  of  Mr.  Smith,  who  has  kindly  permitted  me 
to  bring  forward  the  case. 

His  mother  stated  that  he  had  fallen  off  a  bed,  and  had 
struck  his  head  against  a  mangle.  On  admission  he  was  pale, 
apparently  insensible,  and  very  sick.  The  pupils  acted  to  light. 
There  was  bleeding  from  the  right  ear.  Pulse  84,  respiration 
30. 

October  17. —  The  bleeding  from  the  ear  had  ceased,  but 
there  was  a  profuse  discharge  of  clear  watery  fluid.  Tem- 
perature 99-2°,  pulse  150. 

18. — The  flow  of  clear  fluid  from  the  ear  continued,  and 
was  very  profuse.  The  child  lay  in  a  somnolent  condition, 
but  cried  when  disturbed.  Morning  temperature  101*1°, 
pulse  135;  evening  temperature  102-6°. 

19. —  During  the  night  he  was  restless  and  gave  frequent 
short  sharp  screams.  Temperature  102*2°,  pulse  128,  respi- 
ration 68.  After  3  o'clock  the  child  was  frequently  con- 
vulsed, and  died  at  11  p.m.  The  watery  fluid  continued  to 
escape  from  the  ear  up  to  two  hours  before  death. 

Post-mortem  examination. — Lymph  was  found  effused  in 
the  subarachnoid  space  over  the  whole  surface  of  the  brain, 
but  most  abundantly  over  the  right  hemisphere.  A  fracture, 
commencing  just  below  the  squamous  suture,  passed  verti- 
cally through  the  squamous  portion  of  the  right  temporal 
bone  and  external  auditory  meatus.  It  extended  through 
the  petrous  bone,  in  its  course  passing  across  the  tympanum, 
in  front  of  the  semicircular  canals  to  the  internal  auditory 
meatus,  apparently  traversing  also  the  base  of  the  cochlea. 
From  thence  the  line  of  fracture  extended  to  that  portion  of 
the  foramen  lacerum  posterius,  which  transmits  the  eighth 
pair  of  nerves,  and  upwards  again  to  the  lower  surface 
of  the  external  auditory  meatus.  The  temporal  bone  was, 
therefore,  divided  vertically  at  the  level  of  the  external  and 
internal  auditory  meatuses.      The  fracture  did  not  extend 
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beyond  the  temporal  bone.  The  membrana  tympani  was 
divided  in  the  same  direction  by  a  rent,  the  lower  portion  of 
which  presented  a  large  perforation ;  the  upper  portion  was 
glued  together  by  lymph.  The  bones  of  the  internal  ear 
were  not  disturbed.  The  lining  membrane  of  the  tympanum 
and  anterior  mastoid  cells,  which  were  laid  open,  was  thick- 
ened and  covered  with  lymph. 

RemarJcs. — The  case  related  presents  some  points  of  in- 
terest. Fracture  of  the  base  of  the  skull  at  so  early  an  age 
(13  months)  appears  to  be  of  extremely  rare  occurrence,  partly 
owing  probably  to  the  elasticity  of  the  bones,  and  partly  to 
immunity  from  inj  ury.  The  situation  of  the  fracture  indicates 
that  it  was  produced  by  the  impulsion  of  the  spinal  column 
against  the  occipital  bone.  The  child  probably  fell  upon  the 
right  side  of  the  vertex  of  the  skull ;  the  weight  of  the  fall- 
ing body,  transmitted  through  the  spine,  would  thus  be 
thrown  upon  the  right  condyle  of  the  occipital  bone.  The 
fracture  started,  as  described,  from  the  immediate  neigh- 
bourhood of  the  condyle,  taking  its  course  through  that  por- 
tion of  the  base  of  the  skull  which  is  weakened  by  the 
numerous  cavities  and  foramina  it  contains. 

As  another  instance  of  fracture  of  the  base  of  the  skull, 
which  occurred  in  the  same  manner,  I  may  mention  the 
case  of  a  child  set.  4  years  who  died  in  St.  Bartholomew *d 
Hospital  from  injuries  to  the  head  produced  by  a  fall  from 
a  first-story  window.  On  examination  several  fissured  frac- 
tures of  the  vault  were  found.  In  addition  a  fracture  ex- 
tended from  either  side  of  the  foramen  magnum,  one  of  which 
passed  upwards  through  the  temporal  bone,  but  did  not  join  the 
fracture  of  the  vertex,  stopping  at  the  squamous  suture.  The 
fractures  of  the  vertex  and  the  base  were,  therefore,  produced 
by  two  distinct  forces.  In  the  case  first  related  the  discharge 
of  watery  fluid  from  the  ear  commenced  almost  immediately 
after  the  injury,  and  was  throughout  very  profuse. 

I  was  able  to  demonstrate  by  injection  what  has  already 
been  proved  by  analysis  and  dissection,  that  it  is  the  cerebro- 
spinal fluid  which  escapes  from  the  ear.  I  inserted  a  cork 
into  the  external  auditory  meatus,  through  a  hole  in  which 
a  canula  was  passed.  A  coloured  injection  thrown  gently 
by  this  means  into  the  tympanum  ran  out  freely  from  the 
internal  auditory  meatus,  issuing  from  within  the  sheath  of 
the  nerves. 

Perhaps  this  mode  of  investigation  would  demonstrate 
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the  origin  of  the  fluid  in  those  cases  in  which  the  fracture 
does  not  extend  through  the  internal  auditory  meatus. 

As  already  mentioned,  there  was  arachnitis  extending 
over  the  entire  surface  of  the  brain.  It  appears  possible 
that  the  inflammation  may  have  been  induced  by  the  rapid 
secretion  attending  the  draining  of  cerebro-spinal  fluid  from 
the  ear. 


XLII. — A  Case  of  Femoral  Aneurism^  treated  by  Ligature 
of  the  External  Iliac  Artery.  Recovery.  By  H.  H. 
Cluttox.     Read  March  \2,l^%^. 

SO  much  has  been  said  by  different  surgeons  about  the 
uncertainty  of  catgut  for  the  ligature  of  vessels  in  con- 
tinuity, and  so  much  doubt  at  present  exists  as  to  what 
is  the  best  material  to  be  used,  that  every  case  of  ligature 
becomes  important.  In  the  case  reported  below,  which  was 
treated  antiseptically,  thoroughly  carbolized  silk  was  used, 
and  the  two  ends  were  cut  short,  in  the  hope  that  with  anti- 
septics the  silk  would  become  encapsuled.  Considering  the 
number  of  silk  ligatures  that  are  now  often  used  in  a  case  of 
ovariotomy  in  this  manner,  and  the  few,  if  any,  that  have 
subsequently  appeared  by  suppuration  or  otherwise,  it  did 
not  at  first  sight  seem  too  much  to  expect  from  antiseptics 
that  the  silk  might  become  encapsuled  in  the  tissues  around 
the  artery  as  efficiently  as  has  been  the  case  in  the  peri- 
toneal cavity. 

W.  F.,  set.  46,  was  admitted  into  St.  Thomas's  Hospital 
on  December  9,  1878,  with  an  aneurism  of  the  right  femo- 
ral artery,  of  about  the  size  of  a  walnut,  immediately  below 
Poupart's  ligament.  It  had  been  first  noticed  three  or  four 
months  before.  There  was  no  history  of  injury  or  syphilis 
to  account  for  its  formation.  There  was  slight  arterial  de- 
generation, but  no  marked  affection  of  the  heart.  He  was 
placed  under  the  influence  of  iodide  of  potassium  and  a 
restricted  diet.  Every  variety  of  pressure  was  tried,  with 
the  exception  of  the  compression  of  the  abdominal  aorta, 
but  they  all  failed.  Under  these  circumstances  the  external 
iliac  artery  was  ligatiired  antiseptically  on  January  11,  1879, 
with  a  thoroughly  carbolized  silk  ligature,  of  which  the  two 
ends  were  cut  short.  When  the  ligature  was  tightened  pul- 
sation entirely  ceased.  A  catgut  drain  was  then  inserted, 
and  the  wound  closed  with  silver  sutures.  Pulsation  in  the 
VOL.  XIII.  0 
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anterior  and  posterior  tibial  arteries  returned  in  three  days. 
As  tlie  temperature  remained  normal,  and  tliere  was  no  sign 
of  any  serous  or  sanguineous  oozing,  tlie  dressing  was  not 
removed  for  a  week;  tlie  wound  was  then  (January  18)  found 
completely  closed,  and  tlie  catgut  drain  lying  loose  in  the 
dressing.  All  the  sutures  were  then  removed.  Slight  pul- 
sation could,  however,  be  felt  in  the  sac.  The  dressing  was 
reapplied  and  left  undisturbed  for  another  week.  The  tem- 
perature still  remained  normal,  and  the  wound  at  the  end  of 
the  second  week  (January  25),  when  the  dressing  was  removed 
for  the  second  time,  was  soundly  and  firmly  healed.  The 
dressing  was  therefore  discontinued.  The  pulsation  of  the 
aneurism,  however,  continued,  varying  from  time  to  time  in 
its  character,  till  February  15  (five  weeks  after  the  operation), 
when  he  was  suddenly  seized  with  pain  in  the  right  groin, 
and  an  hour  afterwards  the  aneurism  was  found  quite  solid, 
with  the  pulsation  scarcely  perceptible.  The  tibial  arteries 
also  at  the  foot  could  no  longer  be  felt.  In  a  few  hours 
more  the  cure  was  completed,  and  not  the  slightest  move- 
ment could  be  detected  in  the  aneurism.  This  seemed  to  be 
the  termination  of  the  case,  for  the  wound  was  still  quite 
soundly  healed.  The  consolidation  of  the  aneurism,  it  is 
true,  had  been  rather  delayed,  but  this  recurrent  pulsation 
has  been  found  to  continue  for  much  longer  periods  than 
five  weeks,  and  yet  aneurisms  have  in  such  cases  eventually 
become  solid.  But  on  February  23,  exactly  six  weeks  after 
the  operation,  there  was  slight  pain  and  swelling  in  the  wound, 
and  a  few  days  afterwards  a  thimbleful  of  sero-purulent  fluid 
was  evacuated  from  the  centre  of  the  cicatrix.  This  little 
opening  continued  to  discharge  only  suflficient  fluid  to  keep 
a  scab  of  about  the  size  of  a  split  pea  adherent  to  the  centre 
of  the  scar.  In  this  condition  he  left  the  hospital,  on  March 
15,  with  the  caution  carefully  to  watch  for  the  little  loop  of 
silk. 

On  May  22,  four  and  a  half  months  after  the  operation, 
he  came  to  the  hospital  with  the  silk  loop  in  his  hand,  and 
the  wound  again  soundly  healed  without  any  scab. 

Remarks. — The  hope  that  the  ligature  would  become 
encapsuled  was  frustrated,  and  yet  the  case  was  typically  an 
antiseptic  one  !  The  wound  healed  without  any  inflamma- 
tory symptoms — without,  indeed,  one  drop  of  pus — and  the 
highest  temperature  recorded  was  99*6°,  which  was  twenty- 
four  hours  after  the  operation;  in  fact,  the  wound  healed 
throughout  by  first  intention ;  but  the  ligature  eventually 
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caused    suppuration,    and   was    discharged    as    a    foreign 
body. 

Now,  in  this  there  is  no  difference  at  all,  as  far  as  one 
can  judge,  from  the  cases  recorded  by  the  older  surgeons,  in 
which  the  ligatures,  after  they  had  thus  been  included  by  the 
rapid  healing  of  a  wound,  eventually  made  their  way  to  the 
surface  by  a  process  of  suppuration.  Consequently  it  came  to 
be  the  custom  to  leave  one  end  attached  to  the  loop,  so  that 
the  ligature  might  be  withdrawn  when  its  work  had  been 
completed.  Professor  Lister,  however,  tried  by  his  antiseptic 
method  to  procure  the  encapsulation  or  absorption  of  the 
loop  cut  short  ('  Lancet,'  Api-il  3,  1869,  and  pamphlet  in  the 
same  year).  He  was  dissatisfied  with  the  result,  although 
in  a  patient  upon  whom  he  had  tied  the  external  iliac  artery 
for  femoral  aneurism,  and  who  died  ten  months  afterwards 
of  an  aortic  aneurism,  the  silk  loop  was  found  partially  dis- 
.  integrated  and  absorbed,  signs  of  chronic  inflammatory  mis- 
chief in  the  shape  of  a  minute  drop  of  puriform  fluid  being 
visible  around  the  remains  of  the  silk  ligature.  He  was  led 
then  to  make  experiments  with  his  carbolised  catgut :  ex- 
periments which  are  well  known  to  the  profession.  With 
an  extended  experience,  however,  it  has  been  proved  that 
catgut,  though  practically  safe  for  the  ligature  of  arteries  in 
the  face  of  a  stump,  is  not  yet  free  from  risk  and  danger  when 
used  for  the  ligature  of  an  artery  in  continuity.  What, 
then,  can  we  say  of  the  use  of  silk  ligatures  in  the  operation 
of  ovariotomy  ?  The  results  far  surpass  anything  that  could 
have  been  anticipated.  Silk  ligatures  have  now  been  left 
in  great  numbers  in  the  peritoneal  cavity,  and  no  bad  con- 
sequences have  thereby  ensued.  Mr.  Doran's  dissections  of 
two  cases  in  which  he  had  an  opportunity  of  examining  the 
pedicle  some  months  after  successful  ovariotomy  ('  St.  Bar- 
tholomew's Hospital  Reports,'  1877,  vol.  xiii.)  prove  that  the 
silk  ligature  is  in  some  cases  at  any  ra.te  absorbed,  and  that 
the  distal  part  of  the  pedicle  cut  off  by  the  ligature  is  saved 
from  gangrene  by  bridges  of  inflammatory  material  passing 
over  the  ligature.  How,  then,  are  we  to  explain  the  want  of 
success  in  ligaturing  au  artery  in  the  same  manner  ?  Is  it 
possible  that  there  is  so  much  difference  between  leaving  a 
ligature  free  in  the  peritoneal  cavity  and  leaving  it  under 
similar  circumstances  in  the  cellular  tissue  ?  In  both  it  en- 
closes tissue,  which  it  destroys ;  only  in  the  peritoneum  there 
is  a  distal  portion  in  addition  which  under  ordinary  circum- 
stances one  would  expect  to  die.     And  yet  in  the  peritoneum 
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we  hear  no  more  of  it,  while  in  the  cellular  tissue  it  reap- 
pears upon  the  surface  of  the  body,  working  its  way  out  by  a 
slow  intiamniatory  process.  In  the  case  before  us  also  the 
ligature  was  not  placed  amongst  the  muscles  of  a  limb, 
where  a  certain  amount  of  movement  must  take  place,  but  in 
the  iliac  fossa ;  thus  differing  only  from  the  ligature  of  the 
ovarian  pedicle  in  its  position  with  regard  to  the  peritoneum. 
In  the  case  of  the  artery  the  ligature  is  in  the  subserous 
tissue ;  in  the  case  of  the  ovarian  pedicle  the  ligature  is 
lying  on  the  endothelial  surface  of  the  peritoneum.  In  this 
fact,  no  doubt,  is  to  be  found  the  explanation  of  the  different 
results  obtained. 


XLIII. — A  Case  of  Spontaneous  Gangrene  of  the  Thumb 
and  Fingers  of  the  Right  Hand.  By  Thomas  Smith. 
Read  March  19,  1880. 

A  DELICATE  girl,  set.  3,  was  admitted  into  the  Chil- 
dren's Hospital,  September  19,  1879,  under  my  care. 
She  was  subject  to  cough,  and  complained  of  pain  in  the 
feet  and  legs  when  walking.  Three  months  since  her  feet 
were  liable  to  become  cold  and  livid,  with  some  swelling, 
after  standing  or  running  about. 

She  was  admitted  for  an  abscess  in  the  upper  part  of  the 
thigh,  which  was  opened  antiseptically  on  September  23,  and 
ran  a  favourable  course  during  the  progress  of  the  gangrene. 
She  was  moderately  well  nourished ;  her  thorax  showed 
signs  of  rickets ;  the  spleen  was  palpable.  At  the  time  of 
admission  her  left  hand  was  noticed  to  be  cold,  and  bluish  in 
colour. 

On  October  4  the  right  hand  and  fingers  became  cold, 
and  bluish-green  in  colour,  the  discoloration  extending  an 
inch  above  the  wrist ;  beyond  this  some  distance  up  the  fore- 
arm was  an  erythematous  blush.  The  brachial  artery  could 
be  felt  to  pulsate  at  the  bend  of  the  elbow ;  the  pulse  could 
not  be  felt  at  the  wrist  (probably  from  the  swelling,  as  it  was 
easily  felt  two  days  later,  when  the  swelling  had  subsided). 
Her  pulse  was  144,  and  the  temperature  ranged  between  100° 
and  102°.  In  the  course  of  a  day  or  two  blebs  formed  over 
the  hand  and  fingers,  and  a  line  of  demarcation  became  evi- 
dent on  the  proximal  side  of  the  first  row  of  knuckles.  The 
drawing,  taken  on  October  10,  represents  the  condition  of 
the  parts.     The  child  regained  her  normal  temperature  on 
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October  14,  and  no  abnormal  rise  occurred  for  three  weeks 
afterwards,  when  for  nine  days  there  was  considerable  eleva- 
tion, coincident  with  the  occurrence  of  carboluria,  and  ceas- 
ing with  the  abandonment  of  the  carbolic  dressings  to  the 
abscess. 

During  the  latter  part  of  November  the  thumb  and  all 
the  fingers  separated,  with  the  exception  of  the  third  finger, 
which,  though  dead,  remained  attached.  The  patient  has 
long  since  regained  her  ordinary  health,  and  is  now  in  a 
much  better  general  condition  than  when  admitted. 

Remarks. — I  cannot  account  for  the  occurrence  of  gan- 
grene in  this  case.  The  child  seemed  to  be  one  who  was  used 
to  }iave  occasionally  cold  and  blue-looking  hands  and  feet, 
and,  apparently,  on  one  occasion  by  some  accident,  the  chill- 
ing in  one  hand  passed  beyond  the  limit  whence  recovery 
was  possible.  She  was  warmly  clad,  and  in  bed  the  whole 
time,  well-fed,  and  cheerful,  nor  could  we  discover  any  signs 
of  renal  disease,  cardiac  mischief,  or  arterial  embolism. 


XLIV. — Two  Cases  of  Congenital  Cystic  Hygroma.    By 
Thomas  Smith.     Read  March  19,  1880. 

I  HAVE  ventured  to  bring  these  cases  before  the  Society, 
since  they  are  typical  instances  of  a  somewhat  rare 
disease,  occurring  in  its  favourite  situation.  Both  patients 
were  cured — the  one  as  the  result  of  a  blow,  the  other  by  the 
passage  of  carbolised  catgut  setons  through  the  growth — and 
in  both  the  cure  has  come  about  by  inflammation,  causing 
consolidation  and  subsequent  contraction  of  the  spongy  tex- 
ture of  the  tumour,  and  by  obliteration  of  the  contained  cysts. 

The  first  case  was  admitted,  under  my  care,  into  the 
Children's  Hospital,  September  20,  1878.  The  patient  was 
a  girl,  set.  3.  The  tumour  had  been  noticed  at  birth,  when  it 
reached  from  the  elbow  into  the  axilla  and  up  to  the  clavicle, 
and  on  to  the  thorax  as  far  as  the  sternum.  It  grew  slowly 
until  the  child  was  1^  years  old,  when  it  became  inflamed 
from  a  blow;  this  checked  its  growth,  and  it  did  not  in- 
crease until  four  weeks  before  admission,  when  it  received 
another  blow. 

On  admission  the  whole  tumour  was  acutely  inflamed,  as 
represented  in  Plate  X. ;  the  child  was  very  ill,  the  tem- 
perature ranging  between  102°  and  104°.  The  surface  was 
hard  and  shining-looking,  as  if  it  must  necessarily  slough. 
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Under  treatment  in  three  weeks*  time  the  local  inflam- 
mation had  much  subsided,  and  the  general  temperature  had 
sunk  to  101°. 

In  a  month  the  tumour  was  shrinking  rapidly  and  be- 
coming more  solid.  This  process  continued,  with  occasional 
interruptions,  from  temporary  outbreaks  of  inflammation  in 
one  or  other  part  of  the  growth,  for  the  next  three  months. 
The  child  finally  left  the  hospital  five  months  after  admission. 
At  the  present  time  (January  1880)  the  disease  may  be  said 
to  be  cured,  as  there  now  remains  nothing  but  some  shrivelled 
skin  and  thickened  areolar  tissue  on  the  site  of  the  original 
growth. 

The  second  case  is  that  of  a  girl  2^  years  old,  admitted 
August  20,  1878.  Her  disease,  which  is  represented  in 
Plate  XI.,  was  a  typical  example  of  a  cervical  and  axillary 
hygroma,  reaching  from  the  lowest  part  of  the  axilla  to  the 
external  auditory  meatus,  extending  beneath  the  clavicle, 
and  bulging  out  in  the  neck  and  axilla  into  large  globular 
cystic  swellings,  translucent,  having  a  bluish  tinge,  and 
being  streaked  ovej*  with  veins ;  laterally  the  swelling 
reached  from  the  cervical  spine  to  the  sternal  notch. 

In  the  substance  of  the  growth,  just  below  the  angle  of 
the  jaw,  was  a  hard  lump,  but  the  main  bulk  of  the  swelling 
seemed  to  consist  of  two  large  cysts  in  the  neck  and  one  in 
axilla,  with  some  solid  matter. 

On  August  28  I  introduced  three  coarse  carbolized  catgut 
setons  into  the  cervical  swelling.  On  the  third  day  the  cysts 
had  begun  to  inflame,  and  the  temperature  had  risen  to  104°. 
At  the  end  of  a  week  one  seton  came  away,  and  the  other 
two  were  removed ;  the  growth  was  moderately  inflamed,  and 
the  temperature  was  103"6°.  In  a  fortnight  the  tumour  was 
smaller,  and  a  little  pus  flowed  from  the  seton-holes.  From 
this  time  her  progress  was  much  the  same  as  in  the  first 
case — occasional  attacks  of  inflammation  in  the  tumour, 
with  rise  in  the  general  temperature,  followed  by  a  subsi- 
dence of  symptoms.  Six  weeks  after  the  introduction  of  the 
setons,  matter  was  let  out  from  the  posterior  part  of  the 
axillary  swelling ;  at  the  end  of  nine  weeks  some  discharge 
took  place  from  the  cervical  part  of  the  swelling ;  in  eleven 
weeks  a  small  abscess  opened  in  the  lowest  part  of  the  axillary 
swelling ;  three  weeks  later  another  abscess  opened ;  four 
weeks  after  this  yet  another  abscess  opened.  During  all  this 
time  the  child  was  very  ill,  although,  perhaps,  not  so  severely 
ill  as   was  the  former  patient ;  yet,  apparently,  occasionally 
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in  peril  of  her  life.  She  was  discharged,  after  being  in  the 
hospital  six  months,  with  the  tumour  consolidated  and  ra- 
pidly diminishing  in  size.  At  the  present  time  (January 
1880)  it  may  be  said  to  be  cured,  the  swelling  having  entirely 
disappeared. 

BemarJcs. — In  1866  I  published  a  paper  on  Cystic  Hy- 
groma in  the  'St.  Bartholomew's  Hospital  Reports,'  and  col- 
lected certain  cases.  Since  that  time  I  have  had  unusual 
opportunities  of  seeing  the  disease  and  of  watching  its  pro- 
gress, both  under  treatment  and  when  left  to  itself. 

When  left  to  itself  one  cannot  but  be  struck  by  its 
capricious  progress — at  one  time  growing  rapidly,  at  another 
remaining  quite  stationary ;  again  diminishing  in  size  or, 
perhaps,  disappearing  altogether. 

In  some  tumours  a  single  cyst  may  be  increasing  in  size 
and  becoming  tense  while  another  is  drying  up  and  contract- 
ing ;  or,  again,  one  cyst  of  a  large  growth  may  inflame,  be- 
come tense,  burst,  or  contract  spontaneously,  or  the  same 
process  may  attack  the  whole  growth. 

In  my  former  paper  I  recommended  the  treatment  of  the 
single  cysts  of  a  tumour  by  fine  silk  setons  as  on  the  whole 
the  safest  and  most  efiicient  remedy,  and  I  am  not  disposed, 
from  additional  experience,  to  alter  my  opinion,  though  I 
think  carbolized  catgut  a  better  material  for  setons  than  silk. 
1  cannot  remember  to  have  seen  a  removal  by  the  knife  that 
was  not  followed  by  a  very  unkindly  healing  of  the  wound, 
and  occasionally  by  worse  results. 

It  would  probably  be  worth  while  to  try  the  injection  of 
Morton's  iodo-glycerine  solution  in  the  simple  cysts,  which 
also  are  easily  and  safely  treated  by  a  seton. 

Both  the  patients  brought  before  the  Society  this  even- 
ing were  severely  ill  during  their  stay  in  the  hospital ; 
indeed,  it  would  be  difficult  to  say  which  child  was  in  most 
danger.  The  child  in  whom  the  setons  were  passed  was  six 
months  in  the  hospital,  while  the  child  whose  tumour  in- 
flamed as  the  result  of  accident  was  five  months  under  our 
care.  The  tumour  has  been  most  satisfactorily  cured,  as 
regards  its  complete  disappearance,  in  the  case  treated  by 
setons. 
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XLV. — A  Case  of  Intrathoracic  Sarcoma.     By  F.  De 
Havilland  Hall,  M.D.     Read  March  19,  1880. 

HA  eet.  19,  a  clerk,  admitted  into  Bouverie  Ward, 
I    J\tt     Westminster  Hospital,  on  December  5,  1879. 

Family  history. — Father  died,  set.  42,  of  smallpox  ;  mother 
alive  at  bO.  Five  sisters  and  one  brother  alive  and  well. 
Maternal  grandfather  and  uncle  died  of  phthisis. 

Personal  history. — Enjoyed  good  health  up  till  nine  weeks 
ago,  when  he  caught  cold  while  playing  at  cricket.  His  ill- 
ness began  with  languor  and  loss  of  flesh  (about  a  stone) ; 
shortness  of  breath  on  exertion  and  slight  cough,  but  with  no 
expectoration,  followed.  He  has  never  had  haemoptysis.  He 
has  had  some  tenderness  and  slight  pain  and  uneasiness  in 
the  left  side,  and  has  had  some  pain  in  left  shoulder,  but  the 
pain  has  not  been  excessive,  nor  has  he  felt  very  ill.  Six 
weeks  ago  he  gave  up  work  and  applied  to  a  doctor,  who  told 
him  that  he  had  pleurisy,  and  who  blistered  him  and  gave 
him  calomel  and  opium.  Since  November  28  he  has  been 
very  sick. 

General  appearance. — Patient  always  lies  on  left  side ; 
height,  5  ft.  5  in. ;  weight,  8  st.  5^  lbs. ;  complexion  pale, 
skin  warm  and  moist,  nails  normal. 

Alimentary  system. — Tongue  clean,  appetite  variable,  has 
nausea  and  retching,  bowels  regular,  liver  dulness  increased 
downwards. 

Respiratory  system. — Right  side,  good  resonance,  with 
puerile  breathing.  Left  side  immovable ;  marked  rounding 
and  bulging  of  interspaces.  Vocal  fremitus  not  quite  absent. 
Absolute  dulness  to  second  rib,  transgressing  the  median 
line,  resonance  boxy  above  second  rib ;  posteriorly,  dulness 
to  spine  of  scapula,  tympanitic  above.  Breath  sounds  inaud- 
ible, except  faintly  at  apex  and  along  spine ;  a  faint  creak 
audible  at  angle  of  scapula. 

Circulatory  system. — Heart's  impulse  one  inch  to  inner 
side  of,  and  one  inch  below,  right  nipple,  sounds  clear. 

Urine  not  albuminous. 

Dec.  7. — Slept  well  after  3  a.m.  Pulse  104,  regular,  some- 
what feeble.  Respiration  24 ;  only  very  slight  cough.  Dys- 
pnoea during  the  day,  reported  to  be  marked  at  night.    Dul- 


Dr.  Havilland  Hall's  Case  of  Intrathoracic  Sarcoma.      201 

ness  now  extends  np  to  clavicle  across  the  sternum,  along 
the  third  rib  to  right  nipple,  and  thence  passing  into  liver 
dulness.  Patient  was  tapped  with  hypodermic  syringe  in 
two  places,  and  then  with  aspirator  in  the  fifth  interspace, 
parallel  with  anterior  axillary  boundary ;  no  fluid  followed, 
the  end  of  the  instruments  being  blocked  up  with  a  little 
'  cheesy  '  flaky  matter. 

8. — Patient  being  under  chloroform,  he  was  again  tapped 
in  fifth  interspace,  with  hypodermic  syringe,  and  some  blood 
withdrawn.  Mr.  Gould  then  made  an  incision,  2  inches  in 
length,  along  the  upper  border  of  the  sixth  rib,  in  the  mid- 
axillary  line ;  on  introducing  his  finger  into  the  pleural  cavity 
he  found  a  mass  of  '  cheesy  material '  in  every  direction  as 
far  as  the  finger  could  reach  ;  he  removed  some  of  this  mate- 


rial ;  then,  having  tried  again  for  fluid  with  the  hypodermic 
syringe  in  the  second  and  third  interspaces,  about  8  inches 
from  sternum,  unsuccessfully,  he  placed  a  drainage  tube  in 
the  opening  and  covered  it  over  with  protective  carbolic 
gauze,  strapping,  and  bandage ;  the  whole  operation  having 
been  done  in  strict  accordance  with  Lister's  principles. 
Pulse  120  after  the  operation. 

8.30  P.M. — Mr.  Gould  renewed  the  dressing ;  some  bloody 
discharge  from  the  wound. 

9. — 9  A.M.  Pulse  112.  Had  but  little  sleep — disturbed 
by  one  of  the  patients.  Is  free  from  pain ;  has  had  very 
little  pain  from  the  operation.  No  appearance  of  discharge 
beyond  the  dressing.  Bowels  acted  twice ;  tongue  moist, 
clean. 
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10. — Had  a  good  night.  Pulse  120.  No  discharge  having 
soaked  through  dressing,  the  wound  was  not  dressed.  Appe- 
tite good.     Tongue  moist,  slight  fur. 

12. — Slept  well  Itist  night.  Less  dyspnoea.  Can  now  lie 
on  right  side.  Is  in  no  pain.  Pulse  116,  better  volume. 
Tongue  slightly  furred.  Ate  a  chop  for  dinner.  Wound 
dressed. 

14. — Pelt  thirsty  yCrSterday,  and  had  a  bad  night  on  the 
12th;  last  night,  however,  he  slept  well.  Tube  removed 
yesterday ;  a  slight  amount  of  discharge,  with  an  unpleasant 
odour,  escaped. 

1 5. — As  the  discharge  had  soaked  through  the  dressing 
during  the  night,  and  was  smelling  somewhat  offensively, 
Mr.  Gould  removed  the  dressing,  washed  out  the  cavity  with 
carbolic  lotion  (1  in  20),  then  applied  the  antiseptic  dressing 
under  spray ;  a  small  quantity  of  bloody  fluid  escaped  from 
opening;  no  pus.  Pulse  112,  better  volume  than  heretofore. 
No  complaint  of  pain. 

16. — Slept  well  last  night — better  than  he  had  done  since 
admission.  Wound  dressed  by  Mr.  Gould ;  very  little  dis- 
charge, and  quite  sweet. 

17  and  18. — Wound  dressed. 

19. — Wound  dressed  by  Mr.  Gould ;  a  small  quantity  of 
inoffensive  discharge.     A  patch  of  herpes  on  right  upper  lip. 

20. — Patient  easy.     Wound  dressed. 

21. — Patient  suffering  from  shortness  of  breath;  has 
coughed  up  a  little  frothy  rusty  sputa. 

22. — Patient  in  a  collapsed  condition,  suffering  greatly 
from  dyspnoea.  Had  a  very  bad  night.  Pulse  102,  soft, 
compressible.  Respiration  39.  A  small  amount  of  sputa, 
partly  frothy,  partly  rusty,  tenacious.  Wound  dressed ;  small 
quantity  of  healthy  pus.  A  patch  of  dulness  at  right  base  ; 
abundant  mucous  rales  up  to  angle  of  scapula.  Breathing 
tubular  over  dull  area  on  right  side.  Some  bronchial  breath- 
ing all  over  left  back  to  axillary  line.  Had  a  very  alarming 
attack  of  dyspnoea  after  the  examination.  Heart's  impulse 
outside  right  nipple. 

23. — 9.y0  A.M.  Very  restless  night,  constantly  wanting 
to  get  out  of  bed.  Is  conscious  ;  very  cyanosed.  Pulse  116, 
hardly  perceptible.  About  2  ounces  of  viscid  frothy  sputa, 
slightly  streaked  with  rusty  sputa.  Rales  all  over  right  back. 
Died  at  10.45  a.m. 

The  quantity  of  urine  for  two  weeks  was  as  follows : — 
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Date. 

Quantity  of  urine 

Dec.  6         .         .         .         .         10  oz. 

»     7 

7   „ 

»      8 

,20   „ 

„      9 

31   „ 

„    10 

34   „ 

»    11 

.         28   „ 

„   12 

20   „ 

„    13 

18   „ 

„    14 

24  „ 

„   15 

25   „ 

„    16 

14  „ 

»    17 

18   „ 

„   18 

19   „ 

As  regards  the  patient's  temperature,  which  was  taken 
every  six  hours,  it  may  be  remarked  that  the  lowest  daily 
temperature,  which  was  generally  at  8  a.m.,  varied  from  98° 
to  99°;  whereas  the  highest  temperature  was  usually  re- 
corded at  8  P.M.,  and  varied  between  99*4°  and  101 '2°.  On 
the  two  last  days  of  his  life  there  was  a  distinct  elevation, 
doubtless  due  to  the  pneumonia.  The  quantity  of  urine 
passed  daily  was  below  the  average,  varying  from  10  oz.  to 
34  oz.  But  these  points  will  be  more  clearly  seen  by  refer- 
ring to  the  tables  I  hand  round  (see  chart  on  Plate  IX.). 

Post  mortem. — Rigor  mortis  present  in  all  joints.  Left 
side  of  thorax  bulged ;  rounded  prominence  in  epigastrium. 
Circumference  of  thorax  at  level  of  mammae  31|  inches  (R. 
15^^,  L.  16^) ;  at  4  inches  above  the  umbilicus  circumference 
32^  inches.  A  surgical  wound,  2  inches  long,  oblique  in 
direction,  in  fifth  left  interspace  in  axillary  line.  On  opening 
abdomen  a  mass  about  the  size  of  a  foetal  head  was  found 
attached  to  the  upper  surface  of  the  left  lobe  of  the  liver,  the 
lower  edge  of  which  was  8  inches  from  tip  of  ensiform  carti- 
lage, and  4  inches  from  costal  edge  in  right  mammary  line. 
On  removing  the  sternum  and  costal  cartilages  an  enormous 
mass  was  found  completely  filling  the  left  side  of  the  thorax, 
lying  between  the  reflections  of  the  pleura  {i.e.  in  the  pleural 
cavity),  pressing  down  the  diaphragm  to  level  of  eleventh  rib 
in  left  mid-axillary  line,  and  extending  2  inches  across  the 
median  line  of  the  sternum  at  the  level  of  second  rib. 

The  pericardial  sac  lay  wholly  to  right  of  mid-sternal 
line,  its  opposing  surfaces  uniformly  adherent.  The  cardiac 
apex  was  opposite  the  lower  border  of  fifth  right  costal  car- 
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tilage,  2^  inches  to  right  of  mid-sternal  line ;  the  apex  was 
firmly  adherent  to,  and  implicated  by  a  portion  of  the  new 
growth  which  had  perforated  the  pericardium  and  pleura. 

The  inner  margin  of  the  base  was  opposite  the  junction  of 
second  right  rib,  *with  its  cartilage.  The  outer  border  of 
right  ventricle  extended  5  inches  to  right  of  middle  line  at 
level  of  fourth  rib,  curving  inwards  to  cardiac  apex. 

In  right  auricle  small  quantity  of  loosely  clotted  blood, 
in  appendix,  an  adherent  fibrinous  clot.  In  right  ventricle  a 
a  firm  fibrinous  clot  and  some  fluid  blood. 

In  left  auricle  a  few  drachms  of  fluid  blood  ;  in  left  ven- 
tricle a  firm  fibrinous  clot  extending  through  aortic  opening 
and  also  through  the  mitral  opening  into  left  auricle  ;  some 
fluid  blood  escaped  on  section  of  inferior  vena  cava ;  aortic 
and  pulmonary  valves  competent.  The  surfaces  of  right 
pleura  firmly  adherent  all  over ;  the  left  pleura  adherent  to 
tumour. 

Right  bronchi  contain  a  quantity  of  turbid  sanguineous 
fluid.  Lobes  of  lung  adherent  to  each  other  (interlobar 
pleurisy).  Right  upper  lobe  congested,  slightly  crepitant, 
floats.  Middle  lobe  the  same  ;  lower  lobe  hard,  non-crepitant, 
no  fluid  on  pressure,  sinks  in  water ;  appearance  of  damson 
cheese  on  section.  Left  bronchus  presents  a  slit-like  opening 
from  pressure  of  tumour.  Left  lung  collapsed,  lying  in  apex 
of  pleural  cavity,  a  narrow  strip  of  lung  tissue  reaching  as 
low  down  as  eighth  rib,  close  beside  vertebral  column ;  in  the 
extremity  of  this  part  there  were  a  few  emphysematous  lobules, 
evidently  due  to  unequal  pressure.  On  section  the  lung  was 
soft,  non-crepitant,  contained  no  fluid,  and  resembled  spleen 
in  appearance.  Behind  the  parietal  pleura  along  the  spine 
were  a  number  of  nodular  prominences,  varying  in  size  from 
a  pea  to  a  chestnut,  on  section  white  and  soft  (secondary 
growth  from  tumour).  The  left  lung  was  firmly  attached  to 
the  tumour,  but  was  nowhere  implicated  by  it.  On  section 
through  the  new  growth  the  upper  fourth  was  found  to  be 
glistening,  pale  yellow,  and  of  gelatinous  consistence;  the 
middle  two-fourths,  measuring  4  inches,  consisted  of  an 
upper  stratum  of  caseous  material  and  a  lower  one  of  soft- 
ened portions  of  the  tumour  infiltrated  with  black  clots,  the 
whole  of  pulpy  consistence.  The  finger,  passed  through  th( 
opening  in  the  left  axilla,  came  upon  this  portion  of  th< 
tumour.  The  lower  fourth  was  firm,  and  white  on  section 
and  had  not  commenced  to  degenerate. 

The  capsule  of  the  spleen   was  thickened,  and  adheren' 
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to  diaphragm ;  on  section  the  spleen  was  pale,  soft,  and 
friable.  The  left  kidney  congested,  surface  smooth,  capsule 
separates  readily.  The  right  kidney  in  similar  condition. 
The  liver  was  normal  in  appearance ;  it  was  not  invaded  by 
new  growth.  The  suprarenal  capsules  were  normal.  There 
was  about  half  a  pint  of  fluid  in  the  stomach,  the  mucous 
membrane  of  which  appeared  normal.  The  brain  was  not 
examined. 

Dr.  Heneage  Gibbes  kindly  prepared  some  sections  of  the 
tumour  for  me,  and  it:  is  a  fair  specimen  of  round-celled  sar- 
coma. Mr.  Butlin  kindly  examined  the  specimen  with  me, 
and  agreed  as  to  its  being  round-celled  sarcoma  ;  there  is  not 
sufficient  reticulation  to  regard  it  as  a  case  of  lympho-sarcoma. 

BemarJcs. — In  looking  back  over  this  case  the  points 
which  strike  one  as  being  of  peculiar  interest  are  the  follow- 
ing:— 

1.  The  extremely  short  history  of  illness  given  by  the 
patient.  That  he  must  have  been  in  a  fairly  robust  state  of 
health  nine  weeks  before  he  came  under  my  notice  may  I 
think,  be  inferred  from  the  fact  that  he  was  able  to  play 
cricket.  On  further  inquiry  I  found  that  he  was  one  of  the 
best  players  in  the  office  in  which  he  was  employed. 

2.  Read  by  the  light  of  the  post  mortem,  the  account  given 
of  the  beginning  of  his  illness  was  hardly  that  of  a  typical 
case  of  acute  pleurisy,  as  he  stated  most  distinctly  that  he 
had  had  some  pain,  but  that  the  pain  had  not  been  excessive 
nor  had  he  felt  very  ill.  Still,  with  the  physical  signs  of 
effusion  apparently  so  clearly  marked,  it  can  hardly  be  won- 
dered at  that  the  case  was  assumed  to  be  one  of  pleurisy  in 
spite  of  the  history. 

3.  The  physical  signs  were  in  every  particular  those  of 
an  extremely  large  pleural  effusion,  with  one  exception,  and 
this  exception  was  a  sign  not,  I  believe,  invariably  to  be 
relied  upon  in  pleural  effusion.  The  exception  I  allude  to 
is  that  of  vocal  fremitus,  which  was  not  quite  absent  over  the 
affected  side.  Dr.  Allchin  pointed  out  to  me  that  the  fre- 
mitus was  somewhat  delayed  after  articulation.  In  other 
respects  the  physical  signs  were  those  usually  given  as  cha- 
racteristic of  pleural  effusion,  namely,  rounding,  bulging, 
and  immobility  of  the  affected  side,  a  dull  percussion-sound 
passing  the  middle  line  in  front,  and  an  amphoric  note  about 
the  clavicle  and  first  rib.  Total  suppression  of  the  respira- 
tory sounds,  except  close  to  the  spine  and  at  the  apex  of  the 
lung.     Depression  of  the  diaphragm,  and  displacement  of 
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the  heart.  Moreover,  there  were  no  signs  of  centripetal  pres- 
sure, the  trachea,  oesophagus,  and  large  veins  escaping  en- 
croachment. These,  I  take  it,  are  the  physical  signs  we 
should  expect  to  find  in  a  case  of  pleural  effusion,  and  not 
those  usually  met  with  in  tumours  of  the  mediastinum  or 
pleura. 

4.  The  rapid  growth  of  the  tumour,  as  shown  by  the  in- 
crease in  the  area  of  dulness  and  the  displacement  of  the 
heart  which  took  place  under  observation.  When  I  first 
saw  the  patient  the  impulse  of  the  heart  was  felt  an  inch  to 
the  inner  side,  whereas  the  day  before  his  death  the  im- 
pulse of  the  heart  was  found  to  be  about  an  inch  outside  the 
nipple. 

6.  The  great  mistake  I  made  in  this  case  was  omitting  to 
examine  microscopically  the  '  cheesy  flaky  matter '  which 
blocked  up  the  aspirator  on  December  7.  Still  more  unfor- 
tunate was  the  omission  to  make  a  careful  microscopical 
examination  of  the  '  cheesy  material '  removed  by  Mr.  Gould 
on  the  8th  ;  but  my  mind  was  so  engrossed  by  the  fixed  idea  of 
fluid  that  I  neglected  an  obvious  means  of  diagnosis,  which 
would  have  enabled  me  to  state  before  death  the  exact  nature 
of  the  disease,  and  the  hopelessness  of  any  further  operative 
procedure. 

6.  As  regards  the  original  seat  of  the  sarcoma,  it  is  dif- 
ficult to  localise  the  exact  point  of  departure  ;  it  was  clearly  a 
primary  sarcoma  of  the  thorax,  as  the  only  other  deposits 
were  beneath  the  left  pleura.  I  believe  that  it  sprang  from 
the  anterior  mediastinum.  According  to  Virchow  the 
original  seat  of  these  sarcomata  can  seldom  be  ascertained, 
but  it  seems  probable  that  they  originate  in  the  lymphatic 
glands  of  the  mediastinum,  or  those  about  the  root  of  the 
lung  or  in  the  thymus. 


XL VI. — T%ree  Cases  of  Sympathetic  Ophthalmitis  setting 
in  Three  Weeks  after  Excisiofi  of  the  other  Eye.  With 
abstracts  of  Cases  already  published.  By  Edward 
Nettleship.     Read  April  9,  1880. 

THE  occurrence  of  inflammation  of  one  eye  caused  by 
disease  of  the  other,  but  setting  in  after  its  enucleation, 
is  so  rare,  and  at  the  same  time  of  such  interest,  both  in  its 
practical  bearings  and  in  regard  to  the  etiology  of  the 
disease,  that  I  think  it  desirable  to  communicate  the  two 
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following  cases,  in  which  this  result  has  unfortunately  hap- 
pened in  my  own  practice.  I  have  also  to  thank  Mr.  Co  well 
and  Mr.  Mackinlay  for  permission  to  add  the  notes  of  a  third 
case  which  has  lately  occurred  in  the  practice  of  the  former 
gentleman  at  the  Westminster  Ophthalmic  Hospital.  So  far 
as  I  know,  only  about  six  cases  of  the  kind  are  on  record, 
and  of  these  abstracts  are  given  at  the  end  of  this  paper.  I 
have  heard  the  occurrence  mentioned  in  conversation  with 
several  surgeons,  but  in  such,  as  well  as  in  the  majority  of 
the  published  cases,  the  interval  between  the  excision  of  the 
damaged  (exciting)  eye  and  the  onset  of  sympathetic  in- 
flammation in  its  fellow  has  been  very  short,  only  a  few  days. 
The  special  point  of  interest  in  my  own  and  Mr.  Cowell's 
cases  is  the  much  greater  length  of  this  interval. 

Case  I. 

Removal  of  a  shrunken  fluid  Cataract  from  an  unsound  and 
irritable  eye  ;  loss  of  vitreous;  severe  intraocular  hcemorrhage 
forty -eight  hours  later.     Enucleation  ten  days  after  extrac- 
tion.    Sympathetic  inflammation  of  other  eye  with  neuro- 
retinitis,  irido-cyclitis,  and  glaucoma,  beginning  twenty -two 
days  after  enucleation.     Eye  lost. 
Charles  Wilson,  a  pale,  very  nervous  phthisical  lad  of  20, 
applied  at  the  hospital  on  May  21,  1879,  for  advice  respecting 
his  right  eye.     I  found  complete  white  cataract  with  a  large 
chalky-looking  anterior  polar  (pyramidal)  opacity  projecting 
somewhat  forwards,  a  large  central  nebula  of  the  cornea, 
with  some  pigment  on  its  posterior  surface,  the  eye  rather 
irritable  and  T.  doubtfully  + .     From  the  history  it  is  pro- 
bable that  he  had  purulent  ophthalmia  in  infancy  with  per- 
foration of  cornea,  and  pyramidial  cataract,  and   that  the 
whole  lens  became  gradually  opaque  during  the  next  nine  or 
ten  years.     I  strongly  advised  him  to  have  nothing  done,  but 
he  was  so  anxious  that  the  appearance  of  the  eye  should  be 
improved  that  I  consented  to  operate. 

May  23. — Attempted  downward  extraction  under  ether ; 
lens  fluid,  but  shrunken,  and  (though  the  capsule  was  cer- 
tainly not  wounded  by  the  knife)  escaped  as  soon  as  the  iris 
forceps  were  introduced;  a  considerable  escape  of  vitreous 
followed  the  iridectomy.  During  the  next  twenty-four  hours 
neither  vomiting  nor  pain,  but  the  lids  became  a  little  swollen. 
25. — Morning,  some  pain  ;  two  leeches.  Evening,  sudden 
severe  pain. 
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26. — Wound  plugged  by  dark  blood-clot,  wbich,  when 
snipped  off,  allowed  the  escape  of  a  large  quantity  of 
dark  fluid  blood  from  the  eye.  Serous  cheniosis  at  lower 
part  and  a  little  swelling  of  lids.  The  pain  ceased,  and 
no  fresh  symptoms  occurred.  The  eye  was  excised  on  June  2, 
ten  days  after  the  operation,  and  eight  after  the  occurrence 
of  the  bleeding.  There  was  not  the  slightest  symptom  of 
sympathetic  affection  of  the  other  eye.  The  wound  healed 
as  usual,  and  he  left  the  ward  about  three  days  later. 

The  excised  globe,  after  being  hardened,  was  found  full 
of  blood,  chiefly  in  a  thick  layer  between  sclerotic  and  choroid, 
extending  from  the  attachment  of  the  ciliary  muscle  in  front 
almost  to  the  optic  disc ;  on  removing  the  blood  the  venre 
vorticosse,  and  further  back  some  of  the  ciliary  nerves,  were 
seen  traversing  the  interval.  There  was  a  thinner  layer  of 
blood  between  retina  and  choroid,  and  also  some  in  the 
vitreous ;  the  wound  was  plugged  partly  by  clot,  partly  by 
firm  altered  vitreous.  Sections  were  made  of  the  optic  disc 
and  surrounding  parts,  numerous  sections  of  the  ciliary 
nerves  just  behind  the  sclerotic  being  included.  There  was 
very  great  increase  in  the  nuclei  of  the  nerve-fibre  layer  of 
the  retina,  and  in  the  optic  disc  and  nerve  as  far  as  the  sec- 
tions extended  ;  the  change  seemed  to  affect  chiefly  the  nuclei 
proper  to  the  nerve  fibres,  for  the  lamina  cribrosa  and  the 
fibrous  septa  between  the  bundles  of  nerve  fibres  in  the  nerve 
trunk  behind  it  showed  little  or  no  increase,  nor  were  the  nu- 
clei specially  related  to  blood-vessels.  The  nuclei  in  the  optic 
nerve  varied  much  in  size,  and  were  for  the  most  part  rather 
pale,  oval  or  rounded,  and  finely  granular,  quite  different  from 
those  of  the  intervening  connective  tissue.  The  disc  was  not 
at  all  swollen.  The  choroid  close  to  one  side  of  the  disc  was 
densely  crowded  by  round  pus-like  corpuscles ;  elsewhere  it 
was  thickened  and  corrugated,  but  showed  no  marked 
inflammatory  changes.  In  the  sections  of  ciliary  nerves,  a 
considerable  space  was  often  present  between  the  nerve  and 
its  fibrous  sheath,  and  the  axis  cylinders  were  usually  less  dis- 
tinct, and  yet  looked  thicker  than  in  healthy  sections  taken  at 
the  same  part.  As  the  specimen  was,  however,  hardened  in 
weak  alcohol  instead  of  Miiller's  fluid,  these  changes  may 
have  been  due  to  the  action  of  the  reagent.  In  many  parts 
there  was  a  considerable  collection  or  infiltration  of  cells  in 
the  tissue  just  external  to  the  ciliary  nerves,  but  the  nerves 
themselves  did  not  show  any  appreciable  increase  of  nuclei. 

On  June  24  (twenty-two  days  after  excision,  and  thirty- 
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two  after  cataract  operation),  whilst  lying  in  bed  in  the 
morning  the  patient  noticed  that  a  dimness  gradually  came 
over  the  sight  of  the  remaining  (L.)  eye;  at  first  it 
was  almost  blind,  but  sight  returned  almost  perfectly  in 
about  ten  minutes.  Next  day  it  again  became  dim,  and 
continued  to  get  rather  worse  till  his  visit  a  week  later 
(July  2).  He  noticed  that  it  was  generally  worse  in  the 
morning. 

July  2. — Mr.  Davidson  noted  slight  ciliary  congestion, 
V.  f%  and  14  Jaeger,  T.n,  disc  hazy  and  very  indistinct,  retinal 
veins  enlarged  and  rather  tortuous. 

3. — I  saw  him  and  noted  discoloration  of  the  lower 
part  of  aqueous,  V.  |-g-  and  14  Jaeger,  T.n. ;  pupil  only  dilates 
to  7 J  m.m.  under  atropine,  oval  upwards,  and  a  ring  of 
whitish  opacity  on  lens-capsule ;  vitreous  appears  normal, 
disc  more  hazy,  but  not  much  swollen ;  no  hsemorrhage  or 
white  patches. 

4. — Readmitted  to  ward.  Atropine  every  two  hours, 
blue  pill  gr.  ij.  three  times  a  day,  black  bandage,  codliver-oil 
and  quinine  and  iron.  Urine  free  from  albumen  and  sugar. 
Dr.  H.  U.  Smith  reported  heart  natural,  but  incipient  phthisis 
at  R.  apex. 

7. — Less  congestion. 

11. — Congestion  almost  gone,  but  abundant  keratitis 
punctata  in  the  usual  pattern,  with  rather  large  spots ;  cornea 
itself  clear ;  no  opacities  visible  in  vitreous,  but  fundus  seen 
with  difficulty ;  an  elongated  retinal  hsemorrhage  near  disc. 
V.  H.  ^13=1-^;  +  7  reads  words  of  6  Jaeger.  Seton  inserted 
in  temple. 

12. — No  salivation;  subcutaneous  injection  of  pilo- 
carpine (gr.  -^^)  repeated  daily  till  18th  (seven  injections). 
First  injection  caused  sweating  and  some  salivation  for  half 
an  hour.     Next  morning  was  well  salivated. 

14. — Mouth  very  sore;  take  one  pill  daily. 

17. — Omit  pill.  He  was  kept  more  or  less  salivated 
almost  without  intermission  for  about  ten  weeks.  In  the 
early  part  of  this  time  the  eye  was  usually  better  when  his 
mouth  was  sore,  but  towards  the  end  this  coincidence  ceased, 
and  a  severe  exacerbation  came  on  whilst  he  was  well  sali- 
vated. Throughout  the  attack  the  congestion  varied  very 
much  from  day  to  day. 

August  26  (after  a  month's  salivation).—  Punctate  deposits 
on  cornea  quite  gone ;  pupil  as  before,  partially  dilated 
(about  5  m.m.) ;  texture  of  iris  not  much  altered ;  details  of 
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fundus  now  invisible,  probably  owing  to  haze  of  vitreous, 
thouj^h  no  separate  opacities  can  be  seen. 

September  1. — Relapse  of  congestion  and  pain. 

11. — Set  on  has  cut  out. 

23. — Relapse,  much  congestion,  cornea  steamy,  aching 
pain.     Four  leeches ;  reinsert  seton  behind  ear. 

24. — Very  severe  pain  referred  to  head ;  no  sleep  last 
night. 

25. — Intolerable  pain,  continued  all  last  night  and  to-day, 
in  L.  side  of  head  ;  no  pain  in  face. 

29. — Under  croton  chloral  the  pain  quickly  ceased.  Eye 
still  much  congested.  This  relapse  occurred  during  salivation, 
and  when  the  weather  had  suddenly  become  colder ;  probably 
he  caught  cold. 

A  few  days  later,  the  eye  having  again  quieted  down, 
he  was  discharged  to  his  home,  with  careful  directions, 
the  mercury  being  stopped.  The  anterior  chamber  was 
shallow,  and  T.  rather  +,  and  remained  so  till  his  re- 
admission  for  iridectomy  early  in  the  present  month 
(January  1880).  Whilst  attending  as  an  out-patient  the 
eye  became  on  the  whole  quieter,  and  V.  improved  a  little ; 
the  ciliary  region  became  dusky  as  the  redness  passed  away, 
and  the  eye  appeared  elongated  by  ciliary  stretching.  About 
Christmas  the  sight  began  to  vary  very  much  from  day  to 
day,  and  before  iridectomy  I  made  out  that  the  disc  was  pale 
and  cupped,  and  that  there  were  disseminated  patches  of 
choroidal  disease  (atrophy?).  At  the  operation  the  iris  was 
soft  and  '  rotten,'  but  not  firmly  adherent,  and  a  good  piece 
was  removed.  P. 8.  The  anterior  chamber  did  not  reform, 
T.  remained  + ,  and  the  eye  has  slowly  become  quite  blind. 

Case  II. 

Wound  or  rupture  of  sclerotic  close  to  cornea,  united  hy  suture 
immediately.  Enucleation  nineteen  days  after  accident, 
no  sympathetic  symptoms  heing  present.  Serous  iritis, 
opacities  of  vitreous,  and  detachment  of  retina  setting  in 
twenty-three  days  after  enucleation.  Good  recovery  with 
subsidence  of  retinal  detachment.  Toxic  symptoms  from 
use  of  duhoisin  drops. 

Henry  Lee,  67,  carpenter,  wounded  or  ruptured  his  left 
eye  with  his  screwdriver  on  February  20,  1879.  Admitted 
at  eye  department  one  hour  afterwards.     A  moderately  large 
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wound  of  sclerotic  and  conjunctiva  at  upper  part,  just  behind 
sclero-corneal  junction  (the  usual  seat  of  rapture)  with  pro- 
lapse of  iris.  The  anterior  chamber  contained  blood,  but  as 
there  was  good  perception  of  light,  and  the  wound  was  of 
only  moderate  extent  and  quite  fresh,  I  determined  to  try 
to  save  the  eye.  When  the  prolapse  of  iris  was  cut  off 
some  vitreous  escaped ;  a  single  suture  was  inserted  in  the 
sclerotic,  and  the  patient  put  to  bed  with  constant  iced  com- 
presses to  the  lids.  Operation  finished  in  less  than  two 
hours  from  the  accident. 

21. — Slight  pain  and  chemosis. 

22. — More  chemosis,  conjunctiva  snipped. 

27. — Considerable  muco-]3urulent  discharge;  chemosis  as 
before ;  nitrate  of  silver. 

March  3. — Less  chemosis ;  doubtful  perception  of  light. 
Discontinue  ice. 

4. — Suture  removed. 

6. — Doubtful  perception  of  light;  discharge  continues, 
T.  — 1.  No  trace  of  sympathetic  irritation.  Excision  ad- 
vised, as  eye  was  evidently  lost,  but  refused  by  patient. 

11. — Infiltration  of  cornea  near  the  wound  ;  other  symp- 
toms unchanged.  Eye  excised  (nineteen  days  after  accident). 
No  union  of  wound  ;  cornea  thickened  and  infiltrated  ;  lens 
clear  ;  some  blood  in  vitreous  and  between  retina  and  choroid, 
but  choroid  and  sclerotic  everywhere  in  apposition.  Wound 
healed  as  usual,  and  in  a  few  days  he  left  the  ward. 

April  3  (twenty-three  days  after  excision,  and  forty- 
two  after  accident)  — He  complained  of  some  pain  in  the  other 
eye.  The  eye,  however,  showed  no  external  signs  of  mischief, 
and,  as  he  was  nervous  and  fidgetty,  not  much  notice  was 
taken. 

On  the  9tli  (twenty-nine  days  after  excision),  however, 
there  was  acute  serous  iritis,  but  without  much  affection  of 
sight ;  eye  much  congested,  anterior  chamber  shallow,  T.  ?  4- , 
cornea  and  aqueous  clear,  pupil  active,  but  a  synechia 
revealed  at  upper-inner  part  by  atropine  ;  iris  tissue  not 
muddy  ;  some  nuclear  haze  of  lens  ;  vitreous  not  thoroughly 
examined.  Y.  (before  use  of  atropine)  ~-^,  Hm.  -^  =  §-^;  +  s 
=  1  Jaeger.  There  was  not  much  pain.  He  was  a  pale, 
lean,  nervous  old  man,  talkative  and  credulous ;  hair  dark 
and  scarcely  turning  grey ;  no  rheumatism,  gout,  or  syphilis. 
In  the  absence  of  any  other  assignable  cause  for  the  attack, 
I  attributed  it  to  sympathetic  influence. 

Ordered  three  leeches,  and  duboisin  drops   for  the  eye. 

p  2 
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Next  day  (April  10)  readmitted  to  ward,  and  duboisin  to 
be  continued  every  two  hours. 

11. — Two  leeches.  After  a  few  applications  of  duboisin 
(gr.  iv.  to  .^j)  he  became  so  intoxicated  and  delirious^  that 
the  duboisin  was  discontinued,  and  none  was  used  after 
12th  ;  toxic  symptoms  quite  ceased  on  afternoon  of  13th. 

14. — Atropine  (gr.  iv.  to  5j)  three  times  a  day ;  two 
leeches.  Though  the  atropine  was  continued  for  many  days 
he  had  no  return  of  toxic  symptoms. 

17. — Complains  that  he  cannot  see  so  well;  has  been  in 
bed  ever  since  admission. 

21. — V.  much  worse,  cannot  count  fingers.  Congestion 
nearly  gone  ;  pupil  round,  but  not  fully  dilated ;  large  detach- 
ment of  retina  at  lower  and  outer  part  of  fundus.  (Is  quite 
sure  that  this  eye  has  not  been  struck  or  injured  in  any  way). 

May  8. — Y.  improving,  counts  fingers  at  4',fixation  central. 

12. — Much  better;  Y.IL.^  =  -f^;  +  e  —  some  words 
of  14  Jaeger. 

15. — Large  detachment  of  retina  still  present  at  outer 
part  and  another  at  inner  part,  the  two  folds  meeting  at  the 
top ;  the  innermost  fold  is  visible  by  focal  illumination ; 
opacities  in  lower  part  of  vitreous  ;  disc  barely  visible. 

29. — Improving.    Left  the  ward. 

June  5. — V.  +  |^  =  8  Jaeger  well,  and  words  of  4 
Jaeger. 

July  3. — Pupil  oval  and  sluggish. 

October  23. — Pupil  sluggish  ;  Y.  -f  i  =  8  Jaeger. 

November  19. — Y.  as  before.  Examined  under  atropine. 
Nuclear  haze  and  cortical  striae  in  lens;  numerous  small 
opacities  in  vitreous  ;  no  trace  of  retinal  detachment  in  any 
part;  patches  of  doubtful  choroidal  atrophy  at  periphery; 
disc  and  retinal  vessels  natural.  Condition  of  sight  suffi- 
ciently accounted  for  by  the  partial  cataract  which  was  pre- 
sent before  the  attack. 

Case  III.     (Under  the  care  of  Mr.  Cowell.) 
Wound   of  Cornea   hy  piece  of  vwod,  with  adhesion  of  Iris. 
Purulent  Cyclitis.    Excision  twenty  f^our  days  after  accident. 
Severe  Iritis    setting  in    twenty-five  days   after  excision. 
Recovery,  with  good  sight.      [Notes  hy  Mr.  Mackinlat.) 
Robert  D.,  aet.  11,  was  admitted  into  Eoyal  Westminster 
Ophthalmic  Hospital  on  September  20,  1879,  under  the  care 
of  Mr.  Cowell. 

*  Published  in  the  Lancet,  Sept.  6,  1879.     Case  2. 
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Patient  was  chopping  wood  three  days  before ;  a  chip  flew 
up,  and  he  was  struck  by  it  on  the  right  eye. 

On  admission,  condition  of  right  eye  was  as  follows  : 
A  jagged  wound  through  cornea,  at  its  upper  and  inner  part 
near  the  margin ;  one  might  almost  say  two  wounds,  one 
joining  the  other  at  a  right  angle  to  its  centre.  Globe  was 
injected  ;  no  pain,  but  lachrymation  and  photophobia. 

Mr.  Cowell  ordered  fotus  belladonnse  constantly.  The 
next  day,  21st,  iris  had  acted  to  the  belladonna,  but  there 
appeared  to  be  a  little  tag  of  adhesion  between  the  iris  and 
cornea  at  its  wounded  part ;  lachrymation  and  photophobia, 
however,  so  great,  that  examination  was  made  with  great 
difficulty. 

During  the  next  eight  or  ten  days  the  symptoms  of  irri- 
tation slowly  subsided,  and  by  the  first  week  in  October  the 
photophobia  and  lachrymation  were  gone ;  although  the  globe 
remained  much  injected,  it  was  getting  soft,  and  there  was  a 
greenish- white  reflex  from  the  fundus.  On  October  11,  the 
globe  being  still  greatly  injected,  the  green  reflex  more 
marked,  T.  —  3,  and  V.  =  nil.,  the  house-surgeon,  at  Mr. 
Cowell's  request,  extirpated  the  globe  (patient  being  under 
influence  of  ether) ;  the  coats  of  the  eye  were  unfortunately 
opened  during  the  operation,  and  the  contents  escaped.  On 
October  15  the  patient  was  discharged,  and  with  no  symp- 
toms of  irritation  in  the  remaining  eye.  On  November  26 
patient  came  up  from  the  country  and  was  again  admitted. 
He  stated  that  his  left  eye  had  been  bad  about  three  M'eeks. 
He  thought  it  was  a  cold,  and  had  been  attended  by  a  doctor. 

The  condition  of  the  eye  was  then  as  follows  :  Globe 
generally  inflamed,  but  not  excessively.  The  sclerotic  ves- 
sels more  injected  than  the  conjunctival,  and  in  the 
ciliary  region  more  especially  ;  no  special  pain,  but  lachry- 
mation and  photophobia.  Iris  rather  muddy  and  not  dilated. 
Mr.  Cowell  ordered  fotus  belladonnse  constantly,  and  guttse 
atrop.  gr.  iv.  once  a,  day. 

On  November  29,  iris  had  acted  fairly  well  to  belladonna 
and  atropine ;  globe  was  less  injected,  and  photophobia  and 
lachrymation  were  also  reduced.  He  was  ordered  to  continue 
the  local  applications,  and  take  mist,  ferri  c.  quina  gss.  ter 
die.     Is  on  full  diet  and  extra  milk. 

From  November  29  until  December  1  7  the  same  treat- 
ment was  continued,  no  marked  change  taking  place  in  the 
appearances  of  the  eye,  but  it  seemed  to  be  slowly  (very 
slowly)  quieting  down,  and  patient  was  certain  that  he  could 
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see  better.  He  was  now  ordered  two  grains  of  hydrarg.  c. 
cret.  with  two  grains  of  quinine  ter  die. ;  the  mixture  to  be 
discontinued,  but  the  local  applications  as  before. 

On  December  31  there  remained  only  very  slight  injection 
of  the  globe,  but  iris  was  considerably  bound  down  by  lymph. 
Fundus  could  not  be  clearly  seen  with  the  ophthalmoscope. 
V  =  Jaeger  14  slowly.  Patient  left  withguttsG  atrop.  gr.  ij.  ad 
Jj.    Has  not  been  up  from  the  country  since  he  left  hospital. 

Abstracts  of  Published  Cases  of  Sympathetic  inflammation  setting 
in  after  excision  of  the  other  eye.  {The  numbering  is  con- 
tinued from  the  Author's  cases  above  given.) 

Case  IY. 

A  woman,  set.  35  ;  left  eye  lost  by  smallpox,  staphy- 
lomatous  and  glaucomatous.  No  sympathetic  inflamma- 
tion, but,  as  the  eye  interfered  with  the  use  of  the  other,  it 
was  excised  some  months  later.  Five  days  after  excision  of 
left  eye  the  right  began  to  suffer  from  photopsia?  and  attacks 
of  cloudiness  occupying  entire  field  of  vision  and  obscuring 
sight,  vision  being  normal  between  the  attacks.  Examina- 
tion showed  haze  of  retina  immediately  surrounding  disc  and 
equatorial  opacities  in  lens.  Without  further  ophthalmo- 
scopic change  vision  deteriorated  considerably  for  a  time  ;  but 
(under  blood-letting  and  mercury)  the  haze  disappeared,  and 
sight  again  became  normal.  But  several  months  later  cyclitis 
with  increased  tension  set  in,  and  passed  after  several  remis- 
sions into  a  decidedly  glaucomatous  state,  for  which  iridec- 
tomy was  performed  with  complete  success.  The  refraction  of 
the  eye  altered  repeatedly  during  the  course  of  the  disease.^ 

Remarks. — In  Nagel's  abstract  it  is  not  stated  how  long 
the  left  had  been  blind  before  excision. 

Case  V. 

A  man,  set.  35,  admitted  July  1874,  one  day  after  per- 
forating wound  of  centre  of  right  cornea  and  lens.  Purulent 
kerato- iritis,  followed  by  swelling  of  orbital  connective  tissue 
3,nd  persistent  pain  ;  excision  six  weeks  after  accident. 

'  A  few  days '  after  excision  localised  pale  conjunctival 
cedema  at  inner  part  of  left  eye,  with  sight  down  to  15 
Snellen  at  100  feet  (|^-o),  but  no  ophthalmoscopic  changes. 

*  Hugo  Miiller,  Inaugural  Diss.,  1873,  quoted  in  NageVs  Jahreshericht,  1873, 
p.  3^Q. 
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Four  days  later  (September  15),  neuro-retinitis,  yellow- 
spot  region  being  especially  affected,  with  contraction  of 
visual  field,  especially  at  upper  and  out'r  part.  Vigorous 
antiphlogistic  and  mercurial  treatment.  In  six  weeks  visual 
field  larger,  optic  disc  still  hazy.  Some  superficial  choroidal 
changes  (perhaps  caused  by  the  swelling  of  the  retina  E.  N.). 
In  two  months,  sight  15  Snellen  at  50  feet  (i^).  In  six 
months  no  contraction  of  visual  field ;  sight  nearly  normal, 
reads  1  Jaeger.  Two  years  after  onset  of  attack  the  eye  re- 
mained well.  * 

Case  VI. 

Excision  for  sclero-corneal  wound,  not  a  trace  of  sympa- 
thetic mischief  having  been  present.  Patient  discharged  ap- 
parently well.  Two  months  later  complained  of  photopsise, 
without  defect  of  vision.  Six  months  later  neuro-retinitis, 
with  general  haze  of  retina,  and  sight  down  to  19  Jaeger. 
Final  condition  unknown,  f 

Bemarhs. — This  case  is  so  incomplete,  and  the  interval 
between  excision  and  observation  of  visible  changes  in  the  eye 
so  long  (about  six  months),  that  we  must  receive  it  with 
much  caution.  Even  the  interval  between  excision  and  the 
onset  of  the  earliest  subjective  symptoms  (about  two  months) 
is  greater  than  in  any  other  known  case. 

Case  VII. 

Patient,  est.  14,  large  wound  of  left  cornea  and  sclerotic, 
with  prolapse  of  iris  and  traumatic  cataract  by  explosion 
of  a  glass  bottle.  Immediate  excision  refused.  Wound 
healed,  but  eye  was  congested  and  painful  from  a  day  or 
two  after  accident  until  excision,  twenty-seven  days  after, 
when  it  had  begun  to  shrink.  A  large  piece  of  ghiss  was 
fouud  in  the  globe.  The  excision  wound  healed  in  the  usual 
manner.  No  trace  of  sympathetic  affection  had  appeared  up 
to  date  of  excision,  and  six  days  after  the  operation  the  right 
eye  was  perfectly  natural  as  to  sight,  accommodation,  and 
condition  of  pupil.  On  ninth  day  after  excision  right  showed 
commencing  iritis,  but  no  defect  of  sight.  The  symptoms 
increased,  and  '  gradually  all  the  characters  of  atrue  sympa- 
tnetic  irido-choroiditis  manifested  themselves,'  and  against 
these  all  treatment  was  powerless.     Active   symptoms   still 

*   Colsmann,  Berlin.  Klin.  Wochnschr.  1877,  No.  12. 

•(■  Mooreti  narrated  this  case,  previously  unpublished,  to  Colsmann,  who  gives 
it  with  his  own  case,  I.  c.  1877. 
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present  eight  months  after  onset;   vision  only  19   Jaeger 
with  difficulty.* 

Case  VIII. 

Perforating  wound  at  outer  edge  of  cornea  by  a  file,  in- 
clusion of  iris,  wound  of  lens,  and  intrusion  of  an  eyelash  into 
anterior  chamber.  Excision  four  weeks  after  injury  on 
a<^count  of  severe  ciliary  pain,  the  other  eye  being  entirely 
free  from  symptoms.     Excision  wound  healed  as  usual. 

On  fourth  day  after  excision  the  other  eye  became  con- 
gested, and  iritis  soon  followed,  though  sight  remained 
normal.  Energetic  treatment  with  atropine  and  mercury, 
followed  by  complete  cure.  In  the  excised  eye  the  ciliary 
body  was  detached  from  the  sclerotic,  and  infiltrated  with 
blood  and  cells,  and  the  ciliary  nerves  showed  accumulation 
of  cells  between  their  fibrillse.  f 

Case  IX. 

An  intemperate  carpenter,  set.  35,  received  a  rupture  of 
his  right  sclerotic,  near  the  outer-upper  margin  of  the  cornea, 
by  a  fist  blow,  on  March  28,  1878.  Dislocation  of  lens  be- 
neath conjunctiva,  anterior  chamber  full  of  blood,  and  no  per- 
ception of  light  on  the  day  after  the  accident.  Lens  removed 
by  division  of  conjunctiva.  Some  pain  during  the  next  few 
days.  Thirteen  days  after  accident  eye  very  tender  and  no 
p.  1.  Fifteen  days  after  accident  eye  excised.  Discharged 
from  ward  five  days  later.  No  sympathetic  symptoms  of 
any  kind  were  present  at  the  date  of  excision. 

From  his  subsequent  statements  it  appears  that  on  the 
day  after  his  discharge  from  the  ward  the  other  eye  became 
irritable.  The  onset  of  sympathetic  irritation  may,  there- 
fore, probably  be  put  down  at  about  six  days  after  the 
excision  (twenty-one  days  after  the  accident).  He  did  not, 
however,  attend  again  till  a  week  after  his  discharge  from 
the  ward,  when  (twelve  daj-s  after  excision,  twenty-eight 
days  after  accident)  there  was  slight  conjunctival  irritation 
and  watering,  but  vision  normal,  and  the  iris  bright  and 
active. 

During  the  next  three  or  four  weeks  the  congestion 
varied,  but  was  never  severe,  and  was  treated  as  conjuncti- 
vitis.    During  this  time  he  was  drinking. 

*  Pagenstecher  and  Genth,  Atlas  of  the  Pathological  Anatomy  of  the  Eyeball, 
pi.  xxxviii.,  fig.  12(1875). 

t  H.  Schmidt,  Klin.  Monatshl.  f  Augenheilkunde,  1874,  p.  179.  NageVa 
Jahrcshcricht  f.  1874,  p.  368. 
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On  May  20  (thirty-eight  days  after  excision  and  fifty-three 
days  from  the  accident),  photophobia  and  considerable  ciliary 
congestion,  but  pnpil  dilated  widely  to  fitropine. 

28  (forty-one  days  after  excision  and  fifty-six  days  from 
the  accident). — Iritis  and  opacity  of  vitreous,  with  wide  dull 
ciliary  congestion,  V.  p.  1.     Readmitted. 

Treatment. — Calomel  vapour  baths  to  gentle  salivation 
(nineteen  in  first  nineteen  days,  ten  in  next  three  weeks),  and 
occasional  artificial  leech.  No  improvement  for  first  month, 
then  rapid  complete  recovery,  and  discharged  with  normal 
vision  two  months  after  onset  of  iritis.  Tour  months  after 
his  discharge  V.  remained  f  f  and  1  J.  held  in  the  hand."^ 

Remarks. — There  can,  I  think,  be  no  doubt  that  the  dis- 
ease of  the  second  eye  in  these  cases  was  sympathetic.  The 
only  question  which  arises  is  whether  the  morbid  process  in 
the  second  eye  was  caused  by  the  damaged  eyeball,  and  had, 
before  excision,  travelled  so  far  towards  the  healthy  eye  as  to 
be  out  of  reach ;  or  was  set  up  in  the  divided  orbital  struc- 
tures by  the  operation. 

The  presumption  is  strongly  in  favour  of  its  having  been 
set  up  by  the  damaged  eyeball,  and  not  by  the  operation  for 
its  removal.  There  is  scarcely  room  for  doubt  on  this  sub- 
ject in  those  cases  where  the  disease  sets  in  only  a  few  days 
after  the  excision,  since  it  is,  I  believe,  generally  agreed  that 
sympathetic  inflammation  scarcely  ever  begins  sooner  than 
about  two  weeks  after  the  injury  or  disease  which  gives  rise 
to  it.  In  cases  like  some  of  those  I  have  mentioned,  where 
the  interval  was  from  three  to  six  weeks,  it  must,  however, 
be  admitted  that  there  was  time  enough  for  the  disease  to 
have  occurred  as  the  consequence  of  the  excision,  supposing 
this  to  be  possible ;  but  the  following  considerations  seem  to 
make  it  improbable  that  such  is  the  case  :  If,  in  consequence 
of  excision  of  the  eyeball,  changes  could  be  set  up  in  any  of 
the  orbital  structures  capable  of  originating  sympathetic 
disease  in  the  other  eye,  then  we  should  expect  sometimes  to 
see  the  disease  coming  on  at  very  long  intervals,  even  several 
years,  after  the  operation,  and  this,  I  believe,  is  unknown. 
Again,  if  the  sympathetic  disease  were  caused  by  the  opera- 
tion of  enucleation,  we  should  expect  it  then  to  be  equally 
severe  and  destructive  as  in  the  ordinary  cases  caused  by  dis- 
ease of  the  other  eyeball.  This,  so  far  as  we  know  at  present, 
is  not  the  case,  for,  amongst  eight  cases  of  post-operative 

*  Mr.  Brudenell  Carter's  case,  reported  by  Mr.  McHardy,  St.  George's  Hospital 
Reports,  vol.  ix.,  pp.  496,  505,  508  (1878). 
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sympathetic  inflammation  of  which  the  history  is  complete, 
we  find  that  recovery  (usually  perfect)  took  place  in  six,  and 
blindness  in  only  two ;  this  proportion  of  recoveries  is  much 
higher  than  iu  the  ordinary  cases.  Then,  again,  in  all  the 
nine  cases  under  notice  the  excised  eyeball  was  in  a  state 
very  likely  to  set  up  sympathetic  disease.  And,  further,  in 
none  did  any  inflammation  of  the  orbital  parts  occur  after  the 
excision,  it  being  often  expressly  stated  that  the  ^parts  healed 
just  as  usual.  It  is  true  that  in  my  own  cases  the  scissors 
used  happened  to  be  loose  at  the  hinge,  and  did  not  cut  well, 
and  that  in  Mr.  Cowell's  case  the  soft  parts  of  the  orbit  were 
probably,  in  consequence  of  the  eyeball  being  cut  into,  rather 
more  disturbed  than  nsual ;  but  we  have  no  reason  for  attri- 
buting to  these  facts  any  share  in  the  later  events.  Lastly, 
the  comparative  mildness  of  the  disease  when  it  follows 
enucleation  seems  to  show  that  the  removal  of  the  damaged 
eye,  even  after  sympathetic  inflammation  is  already  declared 
in  the  other,  may  not  be  so  useless  as  it  is  often  held  to  be, 
and  that  the  improvement  of  the  sympathising  eye  which 
sometimes  follows  this  proceeding  is  not  a  mere  coincidence, 
but  is  really  due  to  the  removal  of  a  persistently  acting 
cause.  Far  from  weakening  our  faith  in  the  efficacy  of 
enucleation  as  a  preventive  of  sympathetic  ophthalmitis,  the 
cases  now  brought  forward  will  strengthen  us  in  insisting 
upon  the  very  early  removal  of  every  eye  which  is  spoiled  for 
useful  sight  and  is  likely  to  set  up  sympathetic  disease. 

In  both  my  own  cases  the  sympathetic  disease  showed 
some  unusual  features.  In  case  II.,  although  the  iritis  was 
mild,  extensive  and  deep  detachment  of  the  retina  was  pre- 
sent for  a  time.  In  case  I.  the  earliest  symptom  was  failure 
of  sight,  and  neuro-retinitis  was  for  the  first  few  days  almost 
the  only  change.  It  is  remarkable  that  in  three  of  the  six 
published  cases  the  disease  began  in  the  same  unusual  manner. 
In  such  cases,  where  the  earliest  visible  changes  occur  in  the 
optic  disc  and  retina,  it  by  no  means  follows,  however,  that 
the  morbid  process  has  travelled  along  the  optic  nerve.  In- 
flammation of  the  choroid  near  to  the  optic  disc  generally 
gives  rise  to  more  or  less  of  neuro-retinitis,  and  such  a 
choroiditis  might  be  expected  if  the  ciliary  nerves  were,  as  is 
generally  supposed,  the  paths  by  which  the  inflammation 
reached  the  eye.  That  the  neuro-retinitis  was  in  truth  com- 
municated from  the  adjacent  choroid,  and  was  not  primary 
in  the  optic  nerve,  appears  all  the  more  probable  from  the 
fact  that  the  anterior  parts  of  the  uveal  tract  (ciliary  body 
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and  iris)  almost   invariably  participated   to  a  very  marked 
extent  in  the  inflammation. 


XL VII. — Some  Cases   of  '  Bone-setting^''  with  Remarks. 
By  Howard  Marsh.     Read  April  9,  1880. 

Case  I. 

A  MAN,  set.  50,  fell,  and  dislocated  his  shoulder.  The 
dislocation  was  reduced  without  either  difficulty  or 
delay,  and  the  arm  was  bandaged  to  his  side,  in  the  usual 
manner.  I  first  saw  him  nine  weeks  afterwards.  The  head 
of  the  humerus  was  in  the  glenoid  cavity,  and  the  joint  was 
free  from  heat  and  swelling,  but  so  stiff  that  the  patient 
could  not  move  his  elbow  more  than  three  inches  in  any 
direction ;  the  limb  from  the  shoulder  to  the  elbow  ached  so 
much  at  night  that  he  had  but  little  sleep,  and  if  it  was 
jarred  or  suddenly  moved  he  cried  out  with  pain.  On 
examination,  when  the  humerus  was  turned  on  its  long  axis 
its  head  was  felt  to  move  with  perfect  freedom  in  the  glenoid 
cavity  through  about  one-sixth  of  a  circle,  but  a  wider  range 
made  him  cry  out,  and  so  did  any  attempt  I  made  to  bring  the 
elbow  from  his  side  or  carry  it  backwards.  He  had  little 
pain  when  the  elbow  was  brought  some  six  inches  forward 
upon  the  chest.  He  complained  of  severe  aching  of  the  arm 
when  the  limb  was  allowed  to  hang  down,  and  he  had  the 
habit  of  supporting  the  forearm  with  the  opposite  hand. 
When  he  had  taken  gas  the  scapula  was  fixed,  and  the 
humerus  was  freely  rotated  on  its  long  axis  in  the  glenoid 
cavity.  During  this  proceeding  numerous  adhesions  were 
felt  and  heard  to  give  way.  Then  the  arm  was  carried,  in  a 
series  of  short  quick  jerks,  through  all  its  natural  range 
forwards  and  backwards,  and  then  raised  so  that  the  elbow 
was  nearly  on  a  level  with  the  top  of  the  patient's  head.  It 
was  thought  that  more  could  not  be  done  on  this  occa- 
sion without  some  possibility  of  damage  to  the  axillary 
vessels.  The  manipulation  was  followed  by  four  or  five 
hours  of  considerable  pain,  but  this  gradually  subsided,  and 
the  patient  found  that  he  had  almost  completely  lost  the 
aching  of  the  arm  which  had  previously  been  so  troublesome, 
A  fortnight  later  he  was  seen  again.  He  was  much  better, 
and  had  returned  to  his  work,  but  he  still  had  pain  on  cer- 
tain movements  of  the  arm,  especially  in  an  upward  direction. 
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He  therefore  took  gas  again,  and  the  elbow  was  carried  above 
the  Lead  as  far  as  it  should  naturally  go.  After  this  his 
pain  left  him,  and  he  recovered  the  full  use  of  his  limb. 

Case  II. 

A  man,  83t.  24,  came  a  few  months  since  to  St.  Bar- 
tholomew's Hospital  for  advice  about  his  ankle.  Eight 
months  before  he  had,  in  jumping  from  a  cart,  fallen  with 
his  foot  twisted  under  him.  Great  pain  and  swelling  followed 
the  accident,  and  the  limb,  from  the  instep  to  the  middle  of 
the  calf,  came  out,  he  said,  all  black  and  blue.  He  was  laid 
up  for  a  fortnight,  and  then  took  to  walking  with  the  help 
of  a  stick.  From  that,  time  till  he  came  to  the  hospital  the 
joint  remained  swollen,  and  the  seat  of  severe  pain  when 
weight  was  thrown  upon  it.  He  was  thus  quite  crippled. 
He  had  gone  from  hospital  to  hospital,  and  had  been  liberally 
supplied  with  bandages,  liniments,  elastic  stockings,  and  the 
inevitable  tincture  of  iodine,  but  nothing  had  done  him  any 
good.  On  examination  the  ankle  was  found  free  from  un- 
natural heat — indeed,  it  was  unnaturally  cold — the  skin  was 
smooth,  glossy,  indistinctly  dusky  and  tight,  as  ifc  often  is 
around  the  border  of  a  chronic  ulcer,  and  the  outlines  of  the 
joint  were  obliterated  by  chronic  brawny  swelling,  which, 
however,  was  nowhere  very  considerable.  The  heel  was  a 
little  raised,  and  the  movements  of  flexion  and  extension 
were  almost  entirely  lost.  When  he  had  taken  gas  the  foot 
was  carried  by  a  series  of  jerks,  but  with  the  use  of  very 
little  force,  for  the  resistance  was  very  slight,  into  full  flexion 
and  full  extension,  and  the  tarsus  was  also  manipulated  as 
if  to  move  its  various  parts  upon  each  other.  While  this 
was  being  done  there  was  the  sensation  that  adhesions  were 
giving  way,  and  numerous  slight  cracks  and  snaps  were  felt 
and  heard.  Within  an  hour  the  patient  was  walking  with 
scarcely  a  limp.  Next  morning  he  walked  from  Hackney 
to  the  hospital ;  he  reported  himself  cured,  and  had  already 
applied  for  work  under  his  former  master.  Six  months  after- 
wards (on  January  27  of  the  present  year)  the  patient  re- 
turned to  the  hospital  with  his  ankle  again  out  of  order; 
he  said  that  since  the  manipulation  he  had  been  at  work, 
and  had  felt  no  inconvenience  till  within  the  last  three  weeks, 
when  the  joint  had  become  stiff  and  weak,  and  so  painful 
under  any  weight  that  he  was  very  lame.  On  examination 
neither  heat  nor  swelling  nor  any  marked  defect  of  move- 
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ment  could  be  detected.  He  was  therefore  told  that  mani- 
pulation would  do  him  no  good,  that  he  had  overworked  the 
joint,  and  had  better  have  it  strapped  and  give  it  a  week's 
rest.  When  this  advice  was  given  he  looked  disappointed  and 
puzzled,  and  said  that  his  joint  felt  just  as  it  used  to  feel 
when  he  was  laid  up  before,  and  that  he  believed  if  it  was 
moved  again  he  should  be  '  all  right.'  This  was  an  appeal  to 
which,  as  manipulation  could  do  no  harm,  it  seemed  unfair 
not  to  yield.  He  took  gas,  and  the  ankle  was  flexed  and 
extended.  When  flexion  was  being  performed  some  adhesions, 
which,  however,  were  slight,  and  which  offered  scarcely  any 
appreciable  resistance,  were  felt  to  give  way.  He  left  the 
hospital  an  hour  or  two  afterwards,  and  the  next  morning 
wrote,  '  I  have  had  enough  travelling  on  my  foot  to  convince 
me  that  it  is  wonderfully  better  by  my  being  able  to  walk 
without  pain  or  limping  '  (he  had  underlined  these  words), 
*  which  might  seem  strange,  but  it  is  a  fact.'  I  have  not  seen 
him  since. 

A  case  similar  to  this  is  printed  in  the  '  St.  Barth.  Hosp. 
Reports'  for  1878.  A  man,  set.  45,  could  bear  no  weight  on 
his  ankle  nine  months  after  a  sprain.  All  his  symptoms 
disappeared  when  the  limb  was  bent,  and  in  less  than  a  week 
he  was  quite  well. 

Case  III.^ 

A.  B.,  a  delicate  lad  of  17,  was  sent  up  from  the  country 
with  a  suspicion  of  hip  disease.  He  was  so  lame  that  he 
walked  with  a  crutch  and  stick,  and  could  bear  very  little 
weight  upon  the  limb.  The  thigh  was  held  in  a  position  of 
slight  flexion,  abduction,  and  external  rotation.  He  com- 
plained of  deep-seated  pain  at  the  back  of  the  joint  on  any 
movement,  and  of  tenderness  on  pressure  in  this  situation. 
No  swelling  could  be  detected.  On  careful  examination  it 
was  found  that  the  hip-joint  was  sound,  but  it  was  believed, 
from  the  situation  of  the  pain  and  tenderness,  and  from  the 
position  of  the  limb,  that  the  case  was  one  of  strumous  perios- 
titis of  the  innominate  bone  beneath  the  external  rotator 
muscles.  He  was  advised  to  rest  for  three  months,  to  have 
a  succession  of  blisters,  and  to  take  cod-liver  oil.  At  the 
end  of  this  time  he  was  no  better ;  his  condition  seemed  to 
be  wholly  unaltered.  His  friends  now  took  him  to  a  bone- 
setter,  who,  after  examining  him  bypassing  his  hand  under  his 

*  This  case,  with  the  appended  note,  is  extracted  from  the  article  referred  to 
above,  in  the  '  St.  Barth.  Hosp.  Reports.' 
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trousers,  pointed  to  a  spot  on  the  thigh,  four  inches  directly 
downwards  from  the  anterior  superior  spine  of  the  ilium, 
where,  he  said,  'a  bone  was  out.'  At  the  request  of  the 
boy's  mother  he  put  the  bone  in  by  movement  of  the  limb,  a 
snap  being  heard  during  the  manipulation."^  The  patient 
could  now  move  his  limb  freely,  and  walk  upon  it  with  only 
slight  pain,  which  disappeared  in  the  course  of  two  or  three 
days,  and  left  him  quite  well.  Just  twelve  months  later, 
having  in  the  interval  remained  quite  sound,  he  was  asked 
while  at  breakfast  to  cut  some  bread,  and  while  in  the  act 
of  rising  quickly  from  his  seat  he  was  suddenly  attacked 
with  his  old  trouble.  He  had  intense  pain  in  the  old  spot, 
and  felt  sick  and  faint.  The  limb  was  found  to  be  locked 
in  its  former  posture,  and  he  had  intense  pain  if  he  threw 
any  weight  upon  it.  Getting  no  better,  he  was  brought  to 
London  at  the  end  of  a  fortnight.  The  limb  was  then  stiff, 
slightly  flexed  and  abducted,  and  he  walked  very  lame  with 
his  crutch  and  stick.  Movement  of  the  limb  at  once  brought 
on  very  painful  spasmodic  contractions  of  the  muscles,  and  he 
suffered  severely  at  night  from  muscular  startings  and  twitch- 
ings  of  the  thigh.  No  swelling  could  be  detected,  but  he  had 
excessive  pain  on  pressure  over  the  neighbourhood  of  the 
sciatic  notch.  Having  heard  how  he  was  cured  before,  I  put 
him  under  the  influence  of  gas,  and  gently  carried  the  limb 
through  all  its  natural  range  of  flexion,  extension,  abduction, 
adduction,  and  rotation.  I  felt  nothing  give  way,  and 
nothing  seemed  to  slip  ;  but  when  the  patient  recovered  from 
the  gas  all  his  symptoms  had  disappeared.  He  could  move 
his  limb  freely,  and  in  a  few  days  he  lost  both  his  lameness 
and  all  his  pain.  He  has  had  no  relapse.  This  case  is  a  very 
interesting  one.  When  first  seen  it  was  very  obscure ;  yet, 
when  all  the  symptoms  had  been  carefully  considered,  the 
diagnosis  of  periostitis  seemed  grounded  on  very  strong  pro- 
bability. Looking  back  on  it,  and  noting  what  subsequently 
occurred,  I  think,  however,  it  must  have  been  an  instance  in 
which  one  of  the  deeply  placed  muscles  or  tendons  had,  on  a 
sudden  movement,  slipped  out  of  its  place. 

*  The  loud  snap  •which  is  often  heard  when  a  joint  that  has  long  been  stiff  or 
at  rest  is  suddenly  moved,  is  a  phenomenon  to  which  bone-setters  point  as  a  plain 
demonstration  that  a  bone  was  out  and  has  been  put  in.  Such  a  snap  was  heard 
in  the  case  of  A.  B.,  and  it  was  this  which  had  convinced  the  boy's  mother  that  the 
surgeon  had  overlooked  a  dislocation  which  the  bone-setter  had  detected  and 
reduced.  These  snaps,  however,  are  not  produced  by  the  concussion  of  two  joint 
surfaces  as  they  come  suddenly  into  contact,  but,  on  the  contrary,  are  due  to  the 
sudden  separation  of  two  surfaces  which  have  been  stuck  together  by  a  too  viscid 
and  tenacious  synovial  fluid.  Many  persons  can  make  all  their  fingers  '  crack  '  by 
steadily  pulling  at  them  till  the  joint-surfaces  suddenly  separate. 
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Remarks. — Many  of  us  are  aware  that  sometimes  patients 
whom  surgeons  have  failed  to  cure  are  cured  by  bone-setters, 
a  main  part  of  whose  treatment  is  known  to  consist  in  the 
use  of  force  to  overcome  resistance  to  movement.  Such  a 
circumstance  shows  that  something  has  been  overlooked,  and 
that  there  must  be  cases  in  which  the  value  of  forcible  move- 
ment has  not  been  quite  fully  appreciated.  Sir  James  Paget 
was  the  first  to  draw  attention  to  this  subject  by  giving  a 
clinical  lecture  on  the  cases  that  bone-setters  cure.  This 
was  published  in  the  'British  Medical  Journal'  as  long  ago 
as  1867,  and  is  now  embodied  in  his  volume  of  clinical  lec- 
tures and  essays  ;  while  in  1871  Dr.  Wharton  Hood  gave 
his  lectures  on  bone-setting,  which  appeared  at  the  time  in 
the  '  Lancet,'  and  were  subsequently  issued  in  a  separate  form. 
These  writers,  stripping  the  subject  of  the  obscurity,  not  to 
say  mystery,  with  which  in  the  eyes  of  many  it  seemed  to  be 
enshrouded,  and  discussing  it  in  regard  both  to  pathology  and 
treatment,  have  satisfactorily  explained  how  it  is  that  bone- 
setters  sometimes  do  good.  Since  the  appearance  of  the 
papers  I  have  mentioned  surgeons  have  found  many  occa- 
sions for  further  investigations,  and,  as  it  seems  desirable 
that  from  the  information  thus  gained  some  general  rules 
should  be  laid  down,  I  have  ventured  to  introduce  the  subject 
for  discussion  at  this  Society.  Having  employed  the  method, 
as  far  as  opportunities  have  occurred  in  the  course  of  hos- 
pital work,  it  has  certainly  appeared  to  me  to  deserve  atten- 
tion. I  believe  we  must  not  only  allow  in  general  terms 
that  manipulative  treatment  may  perhaps  in  certain  cases 
be  more  useful  than  many  have  supposed,  but  must  accord  to 
it  an  altogether  different  position,  and  regard  it  as  a  means 
by  which  we  may  cure,  both  safely  and  quickly,  a  consider- 
able number  of  cases  which  cannot  be  cured  by  any  other 
method  that  we  are  at  present  acquainted  with.  Here,  how- 
ever, I  must  remark  that  by  manipulation  is  not  meant 
simply  a  wrench  and  nothing  more.  A  mere  wrench  will 
cure  some  cases ;  but  many  require  the  subsequent  use  of 
daily  passive  movements,  hot  douching,  and  shampooing. 
The  value  of  these  accessories  is  so  great  that  I  believe  before 
long  a  shampooer  will  be  considered  a  necessary  official  in 
the  surgical  wards  Of  hospitals. 

In  the  work  already  mentioned  is  given  a  list  of  the 
cases  in  which  bone-setters  may  do  good.  Some  of  these, 
such  as  ganglionic  swellings  about  the  carpus  and  tarsus, 
which  they  disperse,  and  hysterical  joints,  which  they  move. 
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may  be  passed  by  ;  they  present  nothing  to  engage  the 
attention  of  this  Society.  As  to  luxation  of  the  bones  of  the 
carpus  and  tarsus  it  seems  safe  to  say  that  such  an  accident 
is  far  too  rare  to  afford  bone-setters  many  chances  of  success. 
Displacement  of  tendons — a  third  set,  referred  to  by  Dr. 
Hood — is  an  occurrence  well  known  to  surgeons.  Mr.  Curling 
has,  it  will  be  remembered,  recorded  a  case  of  slipping  of  the 
peroneus  longus  over  the  external  malleolus.  Sir  James 
Paget  has  met  with  displacement  of  the  peronei,  of  some  of 
the  tendons  at  the  back  of  the  wrist,  and  of  the  extensor 
tendon  of  one  of  the  fingers,  and  he  alludes  to  displacement 
of  the  tendon  of  the  popliteus.  Mr.  Callender  wrote  on  the 
subject ;  Hamilton  gives  instances  ;  and  Broca,  in  the  '  Bull, 
de  I'Acad.  de  Medicine,'  1874,  mentions  displacement  of  the 
tendons  of  the  tibialis  posticus,  biceps  and  triceps  of  the  arm, 
rectus  femoris,  sartorius,  plantaris,  and  peronei.  It  is  very 
likely  that  the  twists  which  bone-setters  practise  may  occa- 
sionally replace  one  of  these  tendons  which  has  slipped,  and 
case  III.,  which  I  have  read,  seems  to  have  been  one  of 
slipping  of  one  of  the  external  rotators  of  the  femur.  Such 
an  accident,  however,  must,  I  think  all  surgeons  will  agree, 
be  very  rare,  and  can,  therefore,  offer  but  very  few  occasions 
for  bone-setting.  We  come  now  to  an  important  class, 
namely,  slipped  cartilages;  but  I  shall  venture  to  enlarge 
the  group  to  which  Dr.  Hood  alludes  under  this  heading  by 
adopting  the  term  Originally  employed  in  his  admirable 
description  of  this  accident  by  Hey,  namely,  internal  de- 
rangement of  joints.  I  do  this  in  order  to  include  cases  that 
are  of  no  rare  occurrence — which  in  fact,  as  I  believe,  are 
more  numerous  than  slipping  of  the  inter- articular  cartilages 
themselves — the  slipping  and  pinching  between  the  articular 
ends  of  the  bones  of  hypertrophied  fringes  of  the  synovial 
membrane,  or  of  masses  of  cartilages  formed  in  the  synovial 
membrane  as  the  result  of  chronic  inflammation.  In  a  consi- 
derable number  of  joints  that  have  been  the  seat  of  subacute 
inflammation,  originally  started  by  an  injury,  and  perhaps 
several  times  repeated,  the  synovial  membrane  becomes  over- 
grown and  tufted,  and  masses  of  cartilage,  or  fibro-cartilage, 
are  here  and  there  developed  in  it.  These  masses,  if  they 
are  single,  and  if  they  at  length  become  detached,  rank  as 
loose  cartilages ;  but  in  other  instances  they  remain  embedded 
in  the  synovial  fringes,  and  being  thus  anchored,  as  it  were, 
out  of  reach,  are  not  recognized.  They  are  from  time  to  time 
paught  and  nipped,  and  the  joint  is  then  the  seat  of  pain  and 
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restricted  movement.  Such  joints  bone-setters  may  some- 
times put  right,  just  as  they  may  those  in  which  an  inter- 
articular  cartilage  itself  has  slipped,  by  flexion  and  rotation, 
so  as  to  separate  the  articular  surfaces,  and  set  the  impacted 
fringe  or  the  nodule  of  cartilage  free.  My  impression,  from 
cases  which  I  have  seen,  is  that  this  condition,  especially  in 
the  knee,  is  sufficiently  common  to  render  it  necessary  that  all 
surgeons  should  be — as  many  are — carefully  on  the  watch  for 
it.  Of  the  use  of  bone-setting  in  rheumatic  and  gouty  joints 
— Dr.  Hood's  sixth  class — my  experience  extends  no  further 
than  to  have  occasionally  moved  joints,  stiff  either  after 
smart  attacks  of  rheumatic  inflammation  or  after  injury  in 
rheumatic  patients.  No  unfavourable  result  has  followed. 
In  all  these  cases,  however,  structural  changes  have  been 
very  limited.  How  far  forcible  movement  is  likely  to  be 
attended  with  benefit  in  joints  considerably  changed  by  rheu- 
matic or  gouty  inflammation  I  will  not  venture  to  say.  The 
question  is  one  of  much  practical  interest,  and  I  hope  some 
information  respecting  it  may  be  obtained  in  the  course  of 
this  evening's  discussion. 

With  this  cursory  notice  of  the  preceding  groups  I  pass 
to  the  cases  which  are  by  far  the  most  important.  Indeed, 
it  is  in  these  alone  that  bone-setting  presents  anything  calling 
for  observation.  I  refer  to  the  cases  in  which  joints  are 
stiffened,  disabled,  and  rendered  painful  by  adhesions  de- 
veloped in  and  around  them. 

Adhesions  are  known  to  form  about  joints  after  injury 
and  inflammation.  They  are  sometimes  very  extensive,  and 
are  associated  with  profound  structural  changes  and  degene- 
rations of  the  joints,  the  result  of  prolonged  disease ;  but, 
on  the  other  hand,  they  may  be  very  limited,  and  occur  in 
joints  that  are,  both  as  to  themselves  and  their  surrounding 
soft  parts,  structurally  sound.  Several  instances  have  lately 
been  met  with  in  which,  to  judge  by  their  sequel,  joints 
damaged  by  sevei'e  sprains  have  remained  disabled  for  many 
weeks,  indeed,  even  for  months,  simply  by  a  few  slight  adhe- 
sions. In  the  same  way  a  joint  after  dislocation  (as  in 
case  I.),  or  after  fracture  of  one  of  the  bones  forming  it, 
may  be  thus  disabled.  Especially  will  this  be  the  case  if  the 
surrounding  muscles  have  suffered  atrophy  by  a  too  long 
confinement  in  splints  and  bandages.  Now,  it  is  in  this 
group  of  cases — of  joints  hampered  by  adhesions — that  for- 
cible movement,  coupled,  if  need  be,  with  hot  douching  and 
shampooing,  proves  itself  eminently  valuable.     The  amount 

VOL.  XIII.  Q 


226  Mr.  Howard  Marsli's  Cases  of  Bone-setting. 

of  success  to  be  obtained  will,  of  course,  depend  on  the  cir- 
cumstances of  each  case.  Until  a  comparatively  recent  period 
forcible  movement  has  been  chiefly  used  in  cases  in  which 
fibrous  ankylosis  has  followed  long-continued  inflammation. 
In  these  instances  considerable  force  has  to  be  used,  and 
afterwards  passive  movements,  rubbing,  &c.,  are  necessary. 
But  even  if  these  means  are  completely  carried  out  the  degree 
of  success  that  can  be  secured  is  frequently  very  disappointing. 
In  spite  of  all  that  can  be  done  stitthess  is  prone  to  return. 
But  in  cases  in  which  adhesions  are  slight,  and — as  I  believe 
they  often  are — chiejiy  outside  the  joint,  forcible  movement 
has  sometimes  an  almost  magical  effect.  When  the  patient 
is  under  the  influence  of  gas  these  adhesions  give  way  with 
great  facility,  and  the  functions  of  the  joint  are  very  quickly, 
or  even  then  and  there,  regained.  Probably  no  one  doubts 
the  existence  of  these  adhesions  about  joints ;  but  the  ques- 
tion which,  from  a  clinical  point  of  view,  it  seems  very 
important  to  discuss  is,  whether  they  are  occasional  and 
exceptional,  or  whether  they  are  of  common  occurrence.  I 
can  myself  have  no  doubt  that  they  are  common,  and  may 
often  be  found  in  any  surgical  ward  or  out-patient  room.  I 
believe  they  are  common  enough  to  afford  that  modicum  of 
genuine  success  without  which  bone-setting,  bolstered  up 
though  it  be  by  the  numerous  follies  of  belief  which  lend  it 
their  support,  could  not  maintain  its  reputation  in  face  of 
the  frequent  instances  in  which  it  does  either  no  good,  or  less 
or  more  serious  mischief. 

The  information  I  have  gained  as  to  the  clinical  features 
of  cases  appropriate  for  forcible  movement  is  far  too  limited 
to  justify  me  in  an  attempt  to  offer  any  complete  rules ;  but 
all  that  I  have  been  able  to  observe  has  fully  accorded  with 
Sir  James  Pa^Tfet's  teaching — that  the  joints  best  fitted  for  it 
are  such  as,  after  injury,  have  remained  stiff,  weak,  and  pain- 
ful, and  yet  free  from  abnormal  heat,  beyond  the  usual  period 
of  convalescence,  and  which  have  no  history  of  previous  dis- 
ease, and  in  which  a  very  careful  examination  can  detect  no 
evidence  of  any  of  the  diatheses,  such  as  scrofula  or  severe 
gout  or  rheumatism.  Especially  is  it  called  for  in  cases  in 
which  the  stress  of  the  accident  has  fallen  on  the  parts  around 
the  joint,  rather  than  on  the  joint  itself.  For  several  cases 
have  shown  that  if  synovitis  has  followed  an  injury  forcible 
movement  is  very  apt  to  reproduce  it,  even  though  many 
weeks  have  elapsed,  and  though  the  joint  has  become  quite 
free  from  heat  and  swellinGf. 
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As  to  the  particular  joints  which  are  suitable  for  forcible 
movement  I  can  say  but  little.  Good  results,  however,  have 
been  obtained  in  the  shoulder,  the  hip,  the  knee,  the  ankle, 
and  the  finger-joints.  I  have  not  used  it  for  the  elbow, 
having  met  with  no  case  in  which  it  appeared  called  for. 
And  as  to  the  method  of  performing  forcible  movement  time 
will  only  permit  me  to  say  that  the  main  rule  seems  to  be  to 
carry  the  joint,  by  a  series  of  short  jerks,  in  all  directions, 
through  its  full  natural  range,  particularly  in  any  direction 
in  which  movement  seems  especially  limited.  This  can  gener- 
ally be  done,  in  favourable  cases,  when  the  patient  is  under 
gas,  by  the  use  of  comparatively  little  force.  If  adhesions 
are  so  extensive  that  considerable  force  is  required,  the  pros- 
pect of  doing  much  good  is  generally  small.  Even  a  partial 
success  can  then  be  obtained  only  by  the  prolonged  use  of 
passive  movement  and  careful  shampooing. 


XL VIII. — A  Case  of  Acute  Rheumatism  with  Ulcerative 
Endocarditis.  Multiple  Embolisms.  Death  on'tenth 
day.     By  E.  Southey,  M.D.     Read  April  23,  1880. 

PHCEBE  GREENWOOD,  eet.  26,  a  pale  but  well-nour- 
ished and  well-made  young  woman,  with  talipes  of  left 
foot,  was  admitted  under  my  care  in  Faith  Ward  for  rheu- 
matism;  and  on  June  27,  1879  (seventh  of  disease),  she  was 
extremely  feeble,  and  complained  of  a  good  deal  of  pain  in 
various  parts  of  her  body,  aggravated  by  the  smallest  move- 
ments; she  was,  therefore,  carried  upstairs  by  the  porters, 
and  required  much  assistance  in  undressing. 

She  was  apparently  rational,  and  answered  questions  put 
to  her  intelligently ;  but  she  spoke  with  difiiculty,  from 
shortness  of  breath,  and  her  breathing  was  in  a  marked 
degree  shallow  and  rapid. 

How  far  this  rapid  breathing  was  due  to  emotional  dis- 
turbance and  nervousness  only  I  could  but  surmise  ;  and 
I  attributed  some  part  of  it  to  this  source,  for  I  knew  her  of 
old.  She  had  been  six  times  previously  in  hospital,  and 
twice  in  Faith  Ward,  under  me.  She  was  subject  to  hys- 
terical fits,  and  had  had  several  previous  acute  attacks  of 
rheumatism. 

All  the  history  of  her  present  illness  that  could  be  elicited 
went  to  prove  that  she  w^as  taken  ill  with  '  pains  rheumatic,'  as 
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she  called  them — and  she  ought  to  have  known — on  June  20, 
and  had  been  confined  to  her  bed  since  that  date.  Her 
mother  had  observed  her  to  be  delirious  for  several  nights 
past,  and  it  was  in  evidence  that  one  night  she  had  fallen 
out  of  bed. 

Her  antecedents  did  not  seem  to  have  been  happy.  She 
had  married ;  had  had  one  child  and  a  miscarriage ;  had  lost 
her  husband  fifteen  months  previously  ;  and,  according  to  her 
mother,  had  solaced  her  grief  with  brandy. 

Condition  on  admission. — She  was  rational,  but  rather 
deaf  in  the  right  ear.  There  was  considerable  swelling  and 
tenderness  in  the  right  parotid  region,  with  thickening  of 
the  ligaments  about  the  glenoid  cavity.  She  could  only  open 
her  jaws  a  very  little,  spoke  thickly  in  consequence,  and 
could  show  very  little  of  her  tongue ;  this,  however,  was 
moist. 

There  was  pain  on  movement,  and  tenderness  in  her  right 
knee,  but  neither  redness  nor  effusion.  Several  of  her 
knuckles  were  swollen,  especially  those  of  the  left  hand  ;  and 
a  blush  of  redness,  such  as  ordinarily  accompanies  rheumatic 
inflammation,  appeared  over  the  second  joint  of  her  left  fore- 
finger. 

Further,  I  noticed  some  red  spots  of  ecchymosis,  with 
slight  articular  abrasion,  on  her  right  forearm,  on  its  out- 
side, due  apparently  to  a  blow  or  bruise,  inflicted,  I  thought, 
within  twenty-four  hours. 

Her  pulse  was,  like  a  rheumatic  one,  rather  full  and  soft, 
120;  and  at  1  a.m.,  just  after  the  fatigue  of  moving,  the 
temperature  in  the  axilla  was  102*4°. 

Her  bowels  had  been  moved  before  admission.  Her  abdo- 
men was  rather  full,  but  generally  tender.  Indeed,  she  shrank 
from  being  touched  anywhere — was  hypersesthetic.  The 
splenic  dulness  was  increased. 

There  was  no  fulness  in  pelvic  region ;  and  she  said  she 
had  had  no  previous  difficulty  in  micturition,  or  noticed  any- 
thing amiss  about  her  urinary  or  catamenial  functions. 

I  was  told  of  no  vomiting  before  her  admission,  and  she 
took  all  the  fluids  ordered  for  her  without  sickness  or  re- 
pugnance. 

Physical  examination. — No  abnormal  breath  sounds.  Prse- 
cordial  dulness  increased,  with  loud  systolic  murmur  at  apex. 
There  were  a  few  slightly  raised  vesicular  or  papular  spots  on 
various  parts  of  her  trunk  and  limbs,  such  as  are  often  seen  in 
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rheumatism,  and  which,  at  a  later  stage,  assume  the  features 
of  miliary  rash  or  sudamina. 

At  2  P.M.  the  same  afternoon  her  temperature,  taken  in 
the  mouth,  was  only  99°. 

I  ordered  her  milk  diet,  beef-tea,  and  arrowroot,  with 
salicylate  of  soda,  15  grains,  every  two  hours,  for  four  doses ; 
then  every  four  hours. 

June  28  (eighth  day). — She  had  passed  a  very  restless, 
delirious  night,  trying  to  get  out  of  bed  frequently,  and  re- 
quiring a  nurse  constantly  at  her  bedside.  She  complained 
much  of  pain  across  her  shoulders  and  back.  The  swelling 
in  right  parotid  region  was  increased. 

Had  taken  nourishment  well.  Tongue  moist,  and  not 
much  furred,  so  far  as  it  could  be  seen.  Bowels  had  acted 
twice.  Temperature,  at  2.30  a.m.,  100°;  at  12,  99°.  Pulse 
108.     Respiration  44. 

Her  delirious  night  decided  me  to  discontinue  the  sali- 
cylate. I  stopped  all  medicine,  and  bade  the  nurse  keep  her 
mouth  moist  with  drinks. 

My  house  physician  thought  her  less  deaf  and  more 
rational ;  but  she  mumbled  and  spoke  so  indistinctly,  that  E 
could  only  guess  at  the  answers  she  gave,  and  attached  little 
value  to  them. 

Plenty  of  water  was  secreted,  but  mostly  passed  under 
her,  and  none  was  saved. 

29  (ninth  day). — Morning  temperature,  99*2° ;  evening 
temperature,  101°.  Pulse,  128.  Respiration,  52.  Reported 
to  have  slept  during  some  part  of  the  night.  She  lay  flat  on 
her  back,  not  moving,  in  a  curious  mental  condition,  suffering 
pain  apparently  only  in  her  jaw,  which  was  extremely  tender 
to  the  touch.  She  heard  what  was  said  to  her,  and  tried  to 
answer.  My  house  physician  says  :  '  Partly  unconscious,  but 
answers  rationally  sometimes.' 

Her  bowels  had  acted  once,  but  the  motion  was  only  seen 
by  the  nurse.  She  had  passed  plenty  of  urine.  None,  how- 
ever, was  examined. 

The  left  eyelid  was,  I  thought,  a  little  drooped  ;  but  there 
was  no  paralysis  apparent  of  arms  or  legs,  and  certainly  no 
effusion  with  or  swelling  of  any  of  her  joints,  and  the  pain 
seemed  to  have  left  her  right  knee  and  left  hand. 

30  (tenth  day). — Slept  at  intervals,  and  had  passed  a 
quiet  night,  taking  her  nourishment  regularly.  Tempe- 
rature at  night  was  101°.  Pulse,  108;  respiration,  63.  She 
told  me  she  felt  easier ;  and,  although  she  articulated  very 
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indistinctly,  she  certainly  understood  my  question,  and  put 
out  her  tongue  as  far  as  she  could  at  my  request. 

At  3.30,  on  June  30,  she  could  indeed  swallow,  but 
was  less  conscious.  Her  breathing  became  very  hurried 
during  the  night  or  towards  morning,  and  her  skin  cold; 
and  at  7  a.m.  she  died,  this  being  the  tenth  day  of  her  ill- 
ness. 

Post  mortem,  29  hours  after  death. — Body  fairly  nourished  ; 
skin  slightly  sallow ;  muscles  for  the  most  part  healthy- 
looking  ;  some  parts  of  left  pectoral  muscle  appeared  unusu- 
ally dark. 

Slight  bruise  or  abrasion  on  back  of  left  hand.  No  pus 
formation  found  in  connection  with  it. 

The  lett  ankle-joint  and  left  metatarsal  joint,  this  foot 
being  deformed  by  talipes,  were  opened,  also  left  wrist  and 
right  elbow  joints  — all  of  which  had  been  swollen  and  tender 
during  life — but  they  were  found  perfectly  normal. 

Head. — Scalp,  calvaria,  and  dura  mater  normal.  Nume- 
rous puncta  cruenta  larger  than  normal  size,  and  strikingly 
obvious,  were  seen  upon  section  of  the  central  hemisphere 
in  the  cortical  part  of  the  gyrations.  Two  of  some  two  to 
three  lines  in  diameter  were  observed  in  the  left  corpus 
striatum. 

In  the  left  central  hemisphere  and  in  the  left  lobe  of  the 
cerebellum  were  two  small  softenings  about  the  size  of  split 
peas,  from  which  broken-down  brain-substance,  with  blood 
detritus,  could  be  washed  out  with  a  gentle  stream  of  water, 
leaving  appearances  like  small  ulcerative  excavations. 

The  arteries  at  base  of  brain  were  normal.  No  embolisms 
were  detected.  Temporal  bones  and  base  of  skull  were  ex- 
amined, but  no  pus  or  disease  of  bone  found. 

The  spinal  cord  was  taken  out  and  carefully  sliced ;  it, 
with  its  membranes,  appeared  quite  normal.  The  enlarge- 
ment with  swelling  noticed  during  life  in  right  parotid  region 
was  ascertained  to  be  turgescence  and  congestion  of  right 
parotid  gland,  but  there  was  no  breaking  down  or  pus 
formation. 

The  right  mandibular  articulation  was  not  diseased  or 
implicated  ;  and  the  pain  and  difficulty  of  opening  the  mouth, 
noticed  above,  was  caused  by  this  swelling  of  the  right  parotid 
gland.  The  other  salivary  glands  and  cervical  lymphatics  were 
natural  in  size  and  normal  in  aspect.  Tongue,  fauces,  and 
CBbOphagus  normal.     Thyroid  body  normal. 

The  larynx  showed  numerous  small  ecchymoses  upon  its 
mucous  surface ;  otherwise  normal. 
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Thorax. — Old  adhesions  between  lung  and  diaphragm  on 
both  sides,  and  pleurae  adherent  to  the  pericardial  sac  firmlj. 
No  adhesion  between  pericardium  and  chest-wall. 

Lungs. — Lower  lobes  of  both  oedematous.  No  other  ab- 
normality.    No  hsemorrhagic  infarcta. 

Pericardium  universally  adherent  to  the  heart.  Adhesions 
firm,  apparently  old ;  over  lower  part  of  right  auricle  the 
pericardium  was  calcified  in  a  small  space ;  size,  ^  inch  in 
diameter. 

All  the  cavities  of  the  heart  were  slightly  dilated.  Very 
firm  pale  clots  extended  through  both  auriculo-v^entrieular 
valves,  entangled  by  chordaj  tendineai,  but  were  not  really 
adherent  anywhere  to  the  endocardium.  Weight  of  heart, 
freed  from  clot,  13^  ounces. 

Bight  auricle. — Endocardium  perfectly  smooth,  but  ex- 
hibiting on  its  surface  several  white  specks.  These  specks 
were  smooth,  circular  in  form,  and  surrounded  by  a  narrow 
dark  red  ecchymosis-like  halo.  Eighteen  such  specks  were 
counted,  only  three  of  which  failed  to  present  this  ecchymosed 
halo  ;  but  this  surrounding  purpuric  extravasation  did  not 
in  every  instance  completely  surround  the  white  spots.  Some 
were  half,  others  two-thirds  only  surrounded.  Five  small 
ecchymoses  without  central  white  spots  were  noticed.  Al- 
though most  of  these  purpura  spots  appeared  to  cause  no 
protrusion  of  the  endocardium  yet  the  three  largest,  placed 
near  the  edge  of  the  tricuspid  orifice,  did  seem  a  little  raised. 
Section  through  them  showed  that  they  resided  in  the  en- 
docardium itself,  and  did  not  extend  into  or  implicate  the 
muscular  structure  of  the  heart.  The  second  largest  was 
situated  near  the  orifice  of  the  coronary  sinus.  Close  exami- 
nation of  the  endocardium  showedthis  thickened  and  woolly 
in  appearance,  and  there  was  a  medium  degree  of  granular 
degeneration  in  the  musculur  substance  of  the  right 
auricle. 

Right  ventricle. — Cavity  dilated,  surface  of  endocardium 
studded  with  specks,  similar  to  those  already  described,  but 
more  thickly  scattered ;  thus  upon  the  septum  alone,  from 
the  edge  of  the  tricuspid  valve  to  the  heart's  apex,  100  could 
be  easily  counted,  and  the  whole  endocardium  must  have 
contained  250  or  more.  Several  of  them  were  ecchymoses 
only,  without  white  specks  ;  they  varied  in  size  from  small  to 
large  pin  heads. 

The  tricuspid  orifice  admitted  four  fingers.  The  valve  was 
nowhere  thickened  or  opaque ;  its  cliorda3  tendinese  showed 
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no  sign  of  disease,  and  no  specks  were  situated  upon  them  or 
upon  the  curtain  of  the  valve  itself. 

Pulmonary  valves  and  artery  normal.  The  branches  of 
the  latter  tracked  into  the  lungs  showed  no  adherent  clots. 

The  muscular  substance  of  right  ventricle,  under  micro- 
scope, showed  a  similar  degree  of  granular  degeneration  to 
that  of  right  auricle. 

Left  auricle,  endocardium. — A  few  specks  only  visible, 
but  some  plumose  pencilled  opaque  lines ;  and  upon  the 
posterior  wall  of  the  auricle,  about  an  inch  from  the  rim  of 
the  mitral  valve,  there  was  a  roughened  patch  of  soft  lymph, 
which  when  scraped  away  showed  the  endocardium  opaque, 
rough,  and  thickened  by  patches  of  atheroma. 

Left  ventricle. — Cavity  dilated,  walls  slightly  hypertro- 
phied,  mitral  orifice  easily  admitting  five  finger-tips.  The 
streaky  patches  previously  described  were  marlced  on  the 
surface  of  the  posterior  curtain  of  the  mitral  valve,  but 
the  edges  of  the  valve  and  chordae  appeared  normal.  The 
opposite  half  of  the  valve  was,  however,  much  thickened, 
and  showed  a  number  of  minute  vegetations  along  its  edges, 
and  much  thickening  of  several  of  its  chordae  ten dinese,  and  a 
small  patch  of  atheroma  upon  its  curtain  on  the  under  surface, 
close  to  where  this  joined  the  wall  of  the  ventricle,  and  below 
the  aortic  valves. 

The  endocardium  of  the  ventricle  exhibited  several  white 
specks  and  some  purpuric  spots,  but  they  were  fewer  in  number 
than  those  on  the  right  side  of  the  heart.  The  largest  were 
situated  on  the  musculi  papillares  and  upon  the  ventricular 
septum. 

The  endocardium  was  thickened  and  a  little  soft ;  lymph 
deposited  on  a  patch  below  and  between  two  of  the  aortic 
valves,  and  one  aortic  valve  was  a  little  distorted  by  thicken- 
ing of  its  edge  ;  the  other  two  were  slightly  adherent.  Some 
little  atheroma  round  the  orifices  of  the  coronary  arteries. 

The  muscular  structure,  both  of  left  auricle  and  ventricle, 
exhibited  granular  changes. 

On  stripping  off  the  endocardium  and  making  sections 
into  the  muscular  substance  numerous  white  specks  were  found, 
most  abundantly  in  the  ventricular  septum. 

Minute  examination  of  several  of  these  was  instituted  by 
teasing  out  the  muscular  substance  under  the  microscope. 
The  intermuscular  substance  contained  fine  yellowish  and 
reddish  granular  matter ;  and,  although  no  distinct  blood 
corpuscles   could  bo  discerned  in  their   central  portions,  two 
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or  thi'ee  were  seen  at  the  edges  of  one  of  them,  and  the  in- 
ference drawn  was  that  they  consisted  of  the  debris  of  extra- 
vasated  blood  cells. 

Bronchial  glands  normal. 

Abdominal  viscera. — Left  lobe  of  liver  fringed  with  recent 
lymph.  Similar  coating  to  parts  of  spleen,  causing  this  to 
adhere  to  diaphragm.  Liver  weighed  66  oz.  Small  infarcta 
softening  in  centre  of  right  lobe,  also  a  few  scattered  white 
specks  throughout  its  substance,  and  mostly  near  its  surface. 

Gall-bladder  contained  normal  bile ;  ducts  free ;  pancreas 
normal. 

Spleen  weighed  13  oz.,  very  soft,  containing  one  large 
pale  infarct. 

Stomach  normal.  Intestines  presented  numerous  white 
specks,  exactly  like  those  found  in  the  heart,  more  in  the 
small  than  in  the  large  intestines.  Near  the  ilio-csecal  valve 
was  a  small  puckered  old  pigmented  scar. 

Suprarenal  capsules  normal.  Kidneys  weighed  18  oz., 
were  large  and  soft,  capsules  not  adherent.  Surfaces  studded 
with  numerous  specks,  mostly  surrounded  by  ecchymosed 
halos,  the  cortices  of  each  showing  several  cone-shaped 
infarcta  of  various  ages  and  colours.  One  or  two  cysts 
appeared  upon  the  surfaces  of  each  kidney. 

Ureter  and  bladder  normal.  The  vena  cava  inferior, 
iliac  and  femoral  veins  were  examined,  and  found  free  from 
adherent  clots. 

The  psoas  and  iliacus  muscles  and  pelvic  fascia  were 
dissected,  but  were  entirely  healthy,  containing  no  pus  collec- 
tions. 

Uterus  and  ovaries  quite  normal.  • 

Thus  a  very  patient  and  minute  examination  failed  to 
discover  any  pus  focus  to  which  all  this  multiple  infarction 
could  be  a,ttributed.  The  case  was  not  one  of  pyaemia,  but  a 
fairly  illustrative  one  of  acute  rheumatism  with  ulcerative  or 
degenerative  endocarditis. 


XLIX. —  A  case  of  Amputation  through  the  Hip-joint, 
with  Remarks.  By  William  Stokes,  M.D.  (Dublin). 
Read  April  23,  1880. 

THE  method  of  commanding  haemorrhage  introduced  by 
Mr.  Davy  in  cases  where  amputation  at  the  hip-joint 
has  been  performed  has  been  attended  in  the  majority  of 
cases  with  such   strikingly  satisfactory  results  that   I   feel 
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fairly  assured  the  brief  record  of  a  case  in  which  I  perforraed 
this  particular  amputation — one  which  must  always  rank 
among  the  most  formidable  of  operative  measures — will  not 
be  considered  devoid  of  interest  to  the  members  of  this 
Society. 

B.  Pemberton,  set.  42,  a  tall,  muscular,  well-nourished 
man,  by  occupation  a  shoemaker,  and  who  had  also  for  some 
years  discharged  the  duties  of  sexton  to  one  of  the  parochial 
churches  of  Dublin,  was  admitted  into  the  Richmond  Surgical 
Hospital,  under  my  care,  on  August  29,  1879,  suffering  from 
all  the  signs  and  symptoms  of  advanced  coxofemoral  arthritis. 
He  stated  that  in  the  year  1846,  when  nine  years  of  age,  he 
sustained  a  fall  on  the  left  hip,  from  the  effects  of  which  he 
suffered  for  a  considerable  time,  although  how  long  he  cannot 
exactly  state.  He  was  in  hospital  at  that  time,  under  the 
care  of  the  late  Dr.  Hutton,  and  was  treated  by  leeches,  blis- 
ters, and  iodine.  The  following  year,  the  trouble  in  his  hip 
having  increased,  he  was  again  admitted  into  the  hospital, 
and  on  this  occasion  put  under  the  influence  of  mercury.  He 
remained  three  months  in  hospital,  and  then  left,  having  a 
slight  halt,  but  otherwise  apparently  quite  well.  For  five 
years  things  remained  in  a  quiescent  state,  during  which 
period  he  was  engaged  as  assistant  to  a  mason.  In  1852  he 
again  sustained  an  injury  to  the  previously  affected  joint, 
from  the  effects  of  which  he  suffered  more  or  less  until  1856. 
Unable  then  to  continue  his  avocation  as  a  mason,  he  became 
apprenticed  to  a  bootmaker,  and  worked  at  that  trade  until 
the  year  1871.  Getting  tired  of  so  sedentary  an  occupation, 
he  abandoned  it,  and  became  a  cabdriver.  Towards  the  end 
of  1878  he  was  thrown  from  his  cab,  and  was  brought  into 
hospital  suffering  greatly  from  the  effects  of  the  fall.  He 
remained  in  hospital  for  about  seven  weeks,  and  then  left, 
fairly  well.  In  April  last,  however,  he  was  obliged  to  take 
to  his  bed,  which  he  never  left  until  he  came  to  hospital,  on 
August  29.  The  condition  of  the  patient  on  his  admission 
was  in  truth  very  deplorable.  The  very  slightest  motion  gave 
him  the  most  exquisite  pain  in  the  affected  hip.  The  weight 
of  the  bed-clothes  was  almost  unendurable ;  even  the  vibra- 
tion of  the  room  from  anyone  walking  hastily  across  it  caused 
him  intense  suffering.  There  was  an  expression  of  great 
distress  and  anxiety  in  his  face,  and  his  exhaustion  from 
pain  and  want  of  sleep,  which  only  the  most  powerful  ano- 
dynes, given  subcutaneously  or  by  the  mouth,  could  induce, 
was  extreme.  His  pulse  was  120,  and  his  temperature  varied 
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between  99°  and  102°  F.  during  the  day.  The  limb  was 
much  everted,  and  there  was  great  apparent  shortening. 
This  was,  however,  mainlj  apparent,  for  on  measurements 
being  taken  it  was  found  to  be  only  three-quarters  of  an  inch 
shorter  than  the  sound  limb.  Along  tlie  outside  of  the  af- 
fected hip  there  were  three  sinuses,  two  of  which  extended 
upwards  and  inwards  towards  the  acetabulum,  the  third  taking 
a  downward  direction.  On  probing  the  two  former  denuded 
softened  bone  could  be  distinctly  felt,  which  was  not  the  case 
on  a  similar  examination  being  made  of  the  third.  Through 
these  there  was  a  copious  and  almost  continuous  flow  of  thin 
sanious  watery  purulent  discharge.  A  large  bedsore  had 
formed  over  the  sacrum  ;  and  being  unable  by  his  own  efforts 
to  void  the  contents  of  his  bladder,  a  catheter  had  to  be 
introduced  night  and  morning.  The  bowel  evacuations  were 
attended,  as  might  have  been  expected,  with  the  greatest  dis- 
tress. The  patient  had  no  relish  or  even  the  slightest  desire 
for  food.  He  had  also  profuse  night-sweats.  It  is  no  ex- 
aggeration to  say  that  the  condition  of  the  patient  was  in 
truth  pitiable,  and  it  was  evident  that  there  was  little  pros- 
pect of  his  living  many  weeks,  or  indeed  days,  unless  relieved 
promptly  by  some  operative  measure. 

I  considered,  naturally,  the  relative  merits  of  resection 
and  amputation  in  this  case,  and  decided  against  the  former, 
in  conF;equence  of  the  great  chronicity  of  the  case,  the  pro- 
bable, in  truth  almost  certain,  existence  of  osseous  disease 
below  where  the  section  should  be  made  in  excision,  the  age 
and  utterly  exhausted  condition  from  discharge,  and  pain  of 
the  patient.  I  accordingly  determined  in  favour  of  a.mputa- 
tion  at  the  hip-joint,  and  the  result  has  fully  justified  the 
course  adopted. 

Being  much  impressed  by  what  I  had  learned  of  Mr. 
Davy's  method  of  preventing  hsemorrhage  in  the  performance 
of  this  particular  amputation,  and  having  regard  to  the  ex- 
hausted condition  of  the  patient  (being  fully  sensible  of  the 
great  importance  of  diminishing  as  far  as  possible  the  shock 
of  the  operation),  I  determined  on  adopting  the  method  during 
the  operation.  On  October  1,  I  performed  the  operation. 
The  limb  was  first  elevated  for  some  minutes,  an  Esmarch's 
bandage  applied,  then  the  patient  was  etherized,  and  lastly 
the  lever  introduced  by  Dr.  Thomson  without  difficulty.  It 
was  at  once  interesting  and  pleasing  to  observe  that  on  the 
point  of  the  instrument  being  brought  over  the  common  iliac 
arter}"^  the  slightest  elevation  of  the  handle  caused  a  complete 
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cessation  of  the  arterial  pulsation  in  the  condemned  limb.  It 
is  not  too  much  to  say  that  the  amputation  was  by  this  means 
rendered  almost  a  bloodless  one.  The  operation  was  done 
by  the  formation  of  an  antero-external  flap  made  by  transfixion 
and  a  postero-internal  one  made  by  incision  from  without 
inwards.  This  part  of  the  procedure  did  not  occupy  more 
than  a  few  seconds.  The  femoral  artery  was  first  secured 
by  a  carbolized  silk  ligature,  all  others  by  catgut.  The 
strictest  antiseptic  precautions  by  Lister's  method  were 
observed  both  during  and  subsequent  to  the  operation. 

Immediately  after  the  operation  the  temperature  of  the 
patient  was  98*8°  ¥.,  pulse  136,  and  respiration  32.  The  pulse 
being  very  weak,  some  brandy,  with  15  minims  of  ether,  was 
given,  and  the  pulse  became  gradually  better,  though  still 
remaining  at  136.  Morphia  was  then  given,  after  which 
the  patient  slept  for  some  hours.  At  10  p.m.  the  tempe- 
rature was  99°  F.,  pulse  130,  and  respiration  32.  The 
patient  did  not  complain  of  pain ;  there  was  no  sign 
of  haemorrhage  or  other  trouble. 

October  2. — Passed  a  quiet  night  until  5  a.m.,  when  a 
severe  rigor  occurred.  A  second  occurred  fifteen  minutes 
subsequently  ;  but  these  did  not  recur.  9  a.m.  :  Temperature 
97*6°,  pulse  120,  respiration  24.  Patient  complains,  but 
feels  otherwise  well.  9  p.m.  :  Patient  has  slept  well  for  about 
four  hours  during  the  day,  and  has  taken  a  cup  of  chicken- 
jelly,  also  some  milk  and  lime-water. 

3. — Has  passed  a  good  night,  having  slept  during  the 
greater  part  of  it.  Temperature  99°,  pulse  112,  respiration  24. 
The  wound  was  dressed.  It  looked  healthy,  and  was  quite 
aseptic.  The  patient  during  the  day  took  small  quantities 
of  beef-tea,  chicken-jelly,  and  iced  milk.  From  this  date 
the  progress  to  recovery  was  uninterrupted.  The  wound 
remained  aseptic  for  eight  days,  after  which  a  small  amount 
of  suppuration  occurred.  The  femoral  ligature  separated  on 
the  thirteenth  day.  The  following  note  was  taken  on  the 
twentieth  day  after  the  operation :  '  Wound  dressed  to-day. 
Hardly  a  trace  of  suppuration ;  bedsore  healing  rapidly ; 
general  state  of  the  patient  very  satisfactory;  is  free  from 
all  pain,  his  appetite  is  good,  and  he  sleeps  well.'  The 
patient  remained  in  hospital  until  the  middle  of  December, 
when  he  returned  home,  the  wound  having  completely  healed. 

It  is  unnecessary  to  give  the  daily  record  of  the  progress 
of  this  case.  It  is  simply  one  of  uninterrupted  recovery. 
Except  when  there  was  some  disturbance  of  the  patient  by 
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changing  of  dressings  the  pulse  and  temperature  rarely 
exceeded  the  normal  standard.  The  patient  returned  home 
last  November,  all  discharge  from  wound  and  sinuses  having 
ceased.  I  succeeded  in  keeping  the  wound  perfectly  aseptic 
for  a  period  of  eight  days  after  the  operation,  and  I  believe 
this  to  have  been  one  reason  for  the  success  obtained.  Of 
the  many  true  things  Professor  Lister  has  said  in  reference 
to  the  value  of  his  method  of  dressing  wounds  none  is 
more  true  than  his  statement  as  to  the  importance  and,  in 
most  cases,  possibility  of  keeping  wounds  close  to  which 
have  been  previously  existing  sinuses  aseptic,  if  not  through 
the  entire  period  of  convalesence,  at  all  events  during  the 
most  critical  time  after  the  operation.  This  can  best  be 
done  by  diligent  spoon-scraping  and  the  free  application  of 
chloride  of  zinc. 

The  absence  of  shock  after  the  operation  goes  far,  in  my 
mind,  to  establish  the  truth  of  Von  Langenbeck's  doctrine  as 
to  loss  of  blood  being  its  main  cause  after  amputation  at  the 
hip-joint.  By  the  adoption  of  Mr.  Davy's  lever  we  get  rid  of 
what  I  believe  to  be  one  of  the  greatest  dangers  in  this 
formidable  operation,  for  I  cannot  but  think  that  it  is  the 
shock  induced  by  hsemorrhage  that  has  hitherto  played  so 
influential  a  part  in  bringing  about  the  unfavourable  results 
of  that  operation  that  until  quite  recently  surgeons  have  had 
to  record. 

It  is  noteworthy  that  the  two  successful  results  of  ampu- 
tation at  the  hip-joint  operated  on  in  Dublin,  and  recorded, 
were  those  in  which  the  lever  and  Lister's  antiseptic  dress- 
ings were  employed. 


L. — A  Case  of  Secondary  Hcemorrhage  from  a  Thigh 
Stump,  with  calcareous  degeneration  of  the  vessels.  By 
W.  Harrison  Cripps.     Read  April  23,  1880. 

THE  patient,  set.  64,  was  admitted  into  the  Royal  Free 
Hospital  in  November  1878,  under  the  care  of  Mr.  W. 
Harrison  Cripps.  He  was  a  sallow,  emaciated-looking  man, 
having  lived  on  workhouse  diet  for  some  years.  For  ten 
years  he  had  suffered  from  a  large  ulcer  just  above  the  ankle. 
On  admission  to  the  hospital  the  ulcer  was  3  inches  in  dia- 
meter, and  the  seat  of  a  rapidly  increasing  fungoid  growth. 
This  had  been  six  months  in  progress,  and  had  caused  much 
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pain.  The  femoral  glands  were  only  slightly  indurated.  The 
patient's  age  and  his  broken-down  condition  combined  to 
make  him  an  unfavourable  subject  for  interference;  but  as  he 
was  exceedingly  anxious  that  something  should  be  done,  the 
removal  of  the  limb  was  undertaken.  On  November  20  the 
leg  was  amputated  just  below  the  knee,  with  antero-posterior 
skin-flaps  and  a  circular  cut  through  the  muscles.  The 
femoral  artery  was  compressed  with  a  Sinorini's  tourniquet. 
There  was  little  difficulty  in  seizing  the  posterior  tibial 
vessel,  for  its  cut  end  was  seen  in  the  wound,  looking  like 
the  stem  of  a  clay  tobacco-pipe,  the  walls  of  the  vessel  being 
composed  of  a  rigid  mortar-like  material.  On  taking  hold  of 
this  vessel  with  forceps  the  portion  grasped  immediately 
broke  off.  The  vessel  was  seized  a  second  time,  more  gently, 
but  on  the  silk  ligature  being  tightened  the  vessel  beneath 
gave  way.  On  a  third  attempt  being  made  the  artery  be- 
haved in  a  similar  manner.  The  vessel  had  now  so  far 
receded  between  the  bones  that  a  fourth  attempt  to  catch  it 
was  impracticable  without  further  cutting.  The  vessel  was 
left  for  the  moment  and  attention  turned  to  the  anterior 
tibial,  which,  however,  crumbled  to  pieces  in  a  similar  manner. 
Acupressure  needles  were  then  tried,  but,  from  the  position 
of  the  arteries  between  the  bones,  they  could  not  be  used 
effectually,  and  the  instant  the  tourniquet  was  relaxed  a  jet 
of  blood  shot  out.  Some  time  having  been  spent  in  these 
futile  endeavours  to  secure  the  vessels,  it  was  resolved  at  once 
to  re-araputate  above  the  knee.  The  femoral,  though  athero- 
matous, was  not  nearly  so  brittle  as  the  tibials,  and  was 
secured  by  very  gently  passing  a  silk  thread  round  its  extre- 
mity. The  flaps  were  then  brought  together  in  the  usual 
way  and  dressed  with  carbolic  oil.  The  patient  progressed 
favourably  for  twenty-eight  days.  At  this  date  (December  20) 
he  had  a  rise  in  temperature,  and  the  stump  became  some- 
what swollen.  In  the  middle  of  the  following  night  the 
patient  had  a  severe  attack  of  arterial  haemorrhage,  the  blood 
coming  from  a  sinus  in  the  inferior  angle  of  the  flap.  On 
seeing  the  patient  an  hour  after  the  bleeding,  the  stump  was 
found  greatly  swollen,  with  three  coils  of  india-rubber  tour- 
niquet bound  tightly  round  the  limb,  just  below  Poupart's 
ligament.  On  loosening  the  band  arterial  blood  again  flowed 
from  the  sinus.  Under  chloroform  the  femoral  artery  was 
cut  down  upon  and  tied  in  continuity  3^  inches  above  the 
flap,  thick  carbolized  catgut  being  used.  The  patient  pro- 
gressed favourably  for  four  weeks,  but  appeared  weak  from 
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the  loss  of  blood.  In  the  middle  of  the  fifth  week  he  had 
another  sharp  attack  of  hseinorrhage  from  the  seat  of  the 
second  ligature.  A  pencil,  thickly  wrapped  round  with  lint, 
was  laid  along  the  course  of  the  artery.  The  stump  was  then 
fixed  with  a  gutta-percha  shield  extending  from  the  buttock 
to  beyond  the  stump,  the  width  of  the  shield  being  two- 
thirds  the  circumlerence  of  the  limb.  An  elastic  bandage 
was  then  wound  round  the  limb,  splint,  and  pencil,  so 
as  to  exercise  gentle  pressure  from  the  extremity  of  the 
stump  upwards.  The  elastic  pressure  was  continued  for  a 
week.  No  more  haemorrhage  occurred,  but  the  patient 
seemed  never  able  to  rally  from  the  loss  of  blood,  and  died 
quietly,  from  exhaustion,  three  weeks  after  the  last  attack 
of  bleeding. 

The  post-mortem  examination  showed  calcareous  and  dis- 
eased vessels  in  most  of  the  vascular  system.  The  last  two 
inches  of  the  femoral  artery  seemed  obliterated,  and  a  firm 
adherent  clot  occupied  the  remainder  of  the  vessel  as  high  as 
the  origin  of  the  profunda. 

Remarks. — In  this  case  there  would  appear  to  be  two 
points  of  especial  interest :  firstly,  the  course  to  be  adopted 
when  degenerated  vessels  will  not  hold  a  ligature  between 
the  bones  ;  secondly,  the  best  treatment  for  secondary  haemor- 
rhage from  the  stump.  Now,  in  dealing  with  the  first  ques- 
tion it  must  be  at  once  admitted  that  if  the  vessels  are  sus- 
pected to  be  diseased,  amputation  of  the  limb  should  be 
avoided  if  possible;  but  yet,  with  ordinary  precaution^  sur- 
geons will  now  and  again  find  themselves  in  difiiculties  in 
securing  diseased  vessels  between  the  bones.  In  such  cir- 
cumstances three  lines  of  treatment  are  possible : — 

1 .  Pressure  along  the  course  of  the  main  vessel. 

2.  Ligature  of  the  main  vessel  in  the  thigh. 

3.  The  proceeding  adopted  in  the  case  narrated — of  at 
once  amputating  higher  up. 

It  is  probable  that  few  surgeons  would  feel  satisfied  to 
leave  such  vessels  as  the  tibials  entirely  open  in  the  stump, 
trusting  to  pressure  alone  to  restrain  the  bleeding.  Su(;h 
pressure  would  so  interfere  with  the  blood-supply  of  the  flaps 
that  their  union  would  be  greatly  delayed  if  not  altogether 
prevented.  Now,  in  choosing  between  the  two  remaining 
alternatives,  amputation  above  the  knee  was  selected,  rather 
than  ligature  of  the  femoral  artery  in  continuity,  on  the  fol- 
lowing grounds : — 

Firstly,  that  if  the  vessel  would  not  hold  a  ligature  acu- 


240         Mr.  Cripps's  Case  of  Secondary  Haemorrhage. 

pressure  could  be  resorted  to,  which  would  be  a  matter  of 
difficulty  in  a  vessel  exposed  in  continuity. 

Secondly,  that  secondary  hsemorrhage  was  less  likely 
to  follow  the  amputation  than  ligature  of  the  femoral. 
Secondary  haemorrhage  from  an  artery  tied  in  continuity  is 
at  least  as  likely  to  occur  from  the  distal  as  it  is  from  the 
proximal  end  of  the  vessel,  and  it  thus  seemed  that,  by  am- 
putation, the  risk  of  bleeding  was  halved,  by  removing  the 
chance  of  a  regurgitant  stream. 

In  any  case  the  patient's  condition  was  one  of  great  risk, 
and,  after  all,  it  became  a  matter  of  choice  between  the  least 
of  two  evils. 

The  best  method  of  treating  the  secondary  haemorrhage 
that  occurred  from  the  thigh  stump  is  also  a  matter  upon 
which  some  doubt  must  exist.  There  appear  to  be  four  pos- 
sible plans  for  dealing  with  such  an  accident : — 

1.  Reopening  the  flaps. 

2.  Ligature  of  the  main  vessel  in  continuity. 

3.  Amputation  higher  up. 

4.  Pressure. 

The  length  of  time  after  the  amputation,  and  the  appa- 
rently firm  union  of  the  flaps,  appeared  to  render  a  search 
for  the  vessel  at  the  bleeding-point  a  hazardous  operation, 
with  no  certainty  of  success.  In  choosing  between  a  second 
amputation  and  a  ligature  of  the  artery  in  continuity  it 
appeared  that  the  reduced  condition  of  the  patient  from  the 
bleeding  was  such  that  a  second  amputation  through  the 
middle  of  the  thigh  was  not  unlikely  to  be  followed  by  a 
speedily  fatal  result.  The  ligature  of  the  artery  in  continuity 
immediately  above  the  flaps  was  a  comparatively  small 
operation,  while  the  short  length  of  vessel  beyond  the  liga- 
ture could  not  have  increased  the  probability  of  secondary 
haemorrhage  as  a  regurgitant  stream.  Lastly,  in  pressure 
we  probably  have  one  of  the  most  efficient,  though  least  fre- 
quently tried,  methods  of  dealing  with  secondary  haemor- 
rhage. This,  to  be  effectual,  requires  to  be  carefully  gra- 
duated, so  as  to  be  sufficiently  firm  to  fulfil  its  purpose,  but 
not  enough  to  cause  undue  strangulation  of  the  part.  When 
applied  to  the  thigh  stump  a  well-moulded  external  splint, 
extending  from  the  buttock  downwards,  keeps  the  part 
steady,  and  greatly  facilitates  the  regulation  of  the  amount 
of  pressure. 

It  is  possibly  to  be  regretted  that  in  the  case  narrated, 
instead  of  the  second  ligature  of  the  artery,  well-adjusted 
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pressure  was  not  tried,  for  this  method  proved  effectual  when 
the  haemorrhage  occurred  under  even  more  desperate  circum- 
stances ;  and  the  post-mortem  examination  disclosed  an 
effectual  clot,  which  would  doubtless  have  prevented  a  return 
of  the  bleeding. 


LI. — On  Section  of  the  Femur  above  the  Small  Tro- 
chanter for  Angular  Ankylosis  of  the  Hip.  By 
EiCHARD  Barwell.     Read  May  14,  1880. 

WILLIAM  D.,  set.  12,  came  to  me  for  admission  into  an 
institution  for  crippled  boys  at  the  end  of  October 
1879.  When  he  was  five  years  old  he  had  a  fall,  and  was 
confined  to  bed  with  hip  disease  for  nearly  a  year.  In  three 
years  after  the  accident  he  began  to  get  about  on  crutches. 
Further  history  is  unattainable.  I  found  bony  ankylosis  of 
the  hip,  the  thigh  at  a  right,  or  perhaps  rather  less  than  a 
right  angle  with  the  pelvis  ;  it  was  also  somewhat  adducted. 
There  were  two  scars  of  healed  sinuses  above  the  trochanter, 
and  four  on  the  outer  aspect  of  the  thigh,  a  little  below  that 
process.  The  boy  had  evidently  had  extensive  suppuration 
about  the  hip  ;  the  condition  of  parts  showed  that  consider- 
able changes  in  the  shape,  length,  and  direction  of  the  cervix 
femoris  had  taken  place.  The  lameness  was  excessive  ;  even 
when  he  walked  on  crutches  the  lumbar  lordosis  was  strongly 
marked.  If  he  tried  to  put  the  foot  to  the  ground  he  could 
only  succeed  by  bending  the  other  knee,  giving  a  singular 
twist  to  the  pelvis,  and  such  a  curve  to  the  spine  as  made  the 
posture  approach  the  impossible.  I  sent  the  lad  to  the  Hos- 
pital, feeling  sure  that  the  deformity  and  lameness  might  be 
greatly  mitigated. 

On  October  30  I  operated  antiseptically  thus :  from  near 
the  top  of  the  great  trochanter  on  the  outside  of  the  limb 
an  incision  about  1^  inches  long  was  made  along  the  bone, 
and  extending  through  the  periosteum ;  across  the  centre 
of  this  another  cut  equally  deep  and  slightly  exceeding 
at  either  end  the  breadth  of  the  bone  was  made.  With 
the  elevator  the  periosteum  was  peeled  away  round  both  the 
back  and  front  of  the  bone  to  its  inner  side.  The  ilio-psoas 
tendon,  losing  itself  on  the  lesser  trochanter,  and  above  and 
outside  this  a  space  bounded  above  and  to  the  outer  side 
by  the  curved  neck  of  the  femur  could  now  easily  be  felt. 
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Through  this  space,  bj'  means  of  a  proper  holder,  I  passed 
an  ordinary  semicircular  suture-needle  armed  with  stout 
silk,  with  which  I  drew  round  the  bone  a  chain-saw  and 
divided  it  obliquely  upwards  and  outwards.  The  leg  was 
then  brought  down  straight,  he  was  put  to  bed,  and  a  weight 
was  attached  to  the  foot.  The  boy  never  had  a  bad  symptom, 
and  but  a  very  slight  amount  of  pain.  His  temperature 
chart  for  a  week  after  operation  ran  thus  : — 

Morning.  Evening. 

Oct. 

» 
Nov. 


30 

31     

....      99-4°     .... 

98° 
101-2° 

1     

....      98-6°     

100-6° 

2     

....      99-4°     ..... 

lor 

3     

,.  ..      99-2°      .... 

100-8° 

4     

.....      98-4°     ..... 

100° 

5     

....      98-4°     

98-4° 

The  rest  normal. 

On  December  3  he  was  allowed  to  get  up  and  go  about 
on  crutcbes  until  a  proper  boot  was  provided.  There  is,  as 
was  expected,  and  indeed  intended,  firm  bony  union  at  tbe 
place  of  section. 

Remarks. — The  thigh  has  been  divided  at  the  upper  part 
in  various  places  since  1826,  when  Rlioea  Barton  first  intro- 
duced the  treatment  for  angular  ankylosis  (true).  In  1862 
Dr.  Lewis  Sayre  performed  the  operation  twice.  In  1870  Mr. 
William  Adams  divided  the  neck  of  the  thigh-bone.  At  the 
end  of  1872  Mr.  Gant  sawed  through  the  femur  below  the 
trochanters.  I  am  not  aware  that  sawing  through  the  bone 
above  the  lesser  trochanter  has  ever  been  previously  per- 
formed in  England ;  therefore  my  reasons  for  rejecting  in  this 
case  the  two  English  procedures  should  be  stated.  Mr. 
Adams'  operation  (that  of  1870)  is  well-devised,  and  holds 
good  in  any  case  to  which  it  is  adapted ;  but  such  cases  can 
form  but  a  minority  of  the  ankylosed  hips  in  a  bad  position. 
Such  condition  is  most  commonly  produced  by  strumous  hip 
disease,  the  morbus  coxse  of  children,  which  generally  also 
causes  such  absorption  and  such  modification  about  the  neck 
of  the  femur  that  Adams'  operation  has  no  locus  standi. 
There  is  sometimes  nothing  to  divide ;  or,  if  there  be  any- 
thing, its  position  and  shape  are  indeterminate.  It  was,  I 
believe,  in  order  to  fill  this  large  gap  that  Mr.  Gant  proposed 
section  of  the  femur  below  the  trochanters  with  a  straight 
saw  introduced  at  the  outer  surface  of  the  bone,  and  carried 
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through  it  inward.  Mr.  Gant  operated  on  two  cases.  Of  one 
he  lost  sight,  and  the  result,  save  that  the  lad  remained  alive, 
is  unknown.  In  the  other  case  the  report  speaks  of  an  angle 
to  be  felt  but  not  seen  at  the  junction  of  the  section-ends  of 
the  bone — perfectly  straight  limb;  'boy  can  stand  and  walk 
without  any  limp.'  This  last  phrase  is  to  me  rather  surpris- 
ing, because  there  must  have  been  shortening,  and  there 
must  have  been  complete  stiflPness  of  the  thigh  at  the  hip.  I 
regret  (for  the  operation  does  not  commend  itself  to  my 
mind)  that  I  have  not  been  able  to  see  this  case.  From  d 
priori  reasons  alone,  therefore,  can  I  judge  of  its  results ; 
thus  if  the  thigh  be  united  at  a  right  angle  to  the  pelvis  the 
amount  of  shortening  must  be  equal  to  the  distance  from  the 
axis  of  movement  at  the  hip-joint  to  the  lower  part  of  the 
lesser  trochanter,  as  is  evidenced  by  the  projecting  angle 
above-mentioned — a  distance  which  in  adult  femora  is  2^ 
inches  to  3|  inches. 

The  operation  which  I  chose  is  a  considerable  modifica- 
tion of  Levvis  Sayre's,  whose  method  is  founded  upon  Rhoea 
Barton's.  Both  these  surgeons  aimed  at  producing  some 
form  of  joint  at  the  place  of  section.  The  older  operator 
succeeded  only  for  a  time ;  the  limb  soon  became  stiff.  The 
more  recent  surgeon  had  two  cases.  In  the  second  (a  young 
woman),  after  death,  which  occurred  before  the  protracted 
suppuration  ceased,  Nature  had  apparently  made  some  effort 
to  form  a  new  joint.  In  the  first  it  is  scarcely  doubtful  that 
no  movement  at  the  place  of  section  remained.  The  result 
was  excellent — as  good,  I  hold,  as  can  be  produced  by  the 
operation ;  for  I  consider  that  both  these  surgeons  aimed 
at  the  unattainable.  It  is,  I  firmly  believe,  impossible 
to  produce  at  this  part  of  the  body  an  artificial  joint, 
which  shall  allow  of  normal  movements  only,  and  at  the 
same  time  support  the  weight  of  the  trunk;  I  therefore 
rejected  altogether  any  such  attempt;  hence  cut  out  no 
wedge-shaped  or  lunated  piece  of  bone,  a  procedure  which 
must  greatly  increase  the  dangers  of  suppuration.  The 
section  was  made  obliquely,  beginning  just  above  the 
small  and  terminating  a  little  below  the  middle  of  the 
square  face  on  the  outer  aspect  of  the  great  trochanter.  I 
took  care  to  preserve  the  periosteum,  but  was  a  little  sur- 
prised to  find  how  readily  it  could  be  peeled  away  from  the 
bone.  Scarcely  so  much  as  twenty  drops  of  blood  were  lost 
during  the  operation.  One  difiiculty  I  met  with  which  arose 
from  the  way  suture-needles  are  tempered,  viz.  only  hardened 
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near  the  point :  I  found  some  difficulty  in  getting  tlie  silk 
round  the  bone.  To  obviate  this  for  the  future  I  have  had  an 
instrument  made  which  I  now  show ;  it  consists  of  a  Ger- 
man silver  tube,  carrying  a  watch-spring,  something  like  a 
Bellocq's  sound  ;  but  the  spring  is  sharp,  can  be  pulled 
entirely  through  the  canula,  and  has  near  its  further  end 
an  eye  for  the  armature.  In  its  use — and  I  have  employed  it 
on  more  than  one  subject — the  surgeon  may  pass  it  either 
from  before  or  behind,  but  the  former  is  best;  he  should, 
after  peeling  away  the  periosteum,  as  described,  pass  one 
forefinger  behind  the  bone  till  he  feels  the  small  trochanter 
and  the  ilio-psoas  tendon ;  then  with  the  other  hand  he 
passes  the  instrument,  with  the  spring-point  retracted,  till  he 
feels  its  end  impinge  against  his  finger  above  that  tendon  ; 
the  spring  is  then  extruded,  drawn  entirely  out  of  the  canula 
and  out  of  the  wound  also,  bringing  with  it  the  silk,  which  in 
its  turn  carries  the  chain-saw.  Thus  performed  the  operation 
is  very  easy.  The  result  is  this  (boy  exhibited),  a  perfectly 
straight  limb,  i.e.  a  limb  which  in  standing  is  perpendicular, 
without  abnormal  bend  at  the  loins.  It  is  barely  an  inch 
short,  and  even  that  amount  of  shortening  is  produced  by 
want  of  growth  of  the  femur,  the  consequence  of  hip  disease. 
The  boy  walks  exceedingly  well,  with  very  little  limp,  and 
with  no  sway  or  swing  of  the  trunk.  I  would  call  attention 
to  the  fact  that,  the  operation  being  subperiosteal,  such 
rapid  union  of  the  bone  took  place  that  the  patient  was 
confined  to  bed  only  thirty-three  days. 

Three  weeks  ago  I  repeated  this  operation  on  a  young 
woman,  whose  limb  is  now  quite  straight,  and  who  will 
doubtless  soon  be  allowed  to  get  about. 


IJL  —  Cases  of  Rheumatic  Fever  treated  with  Salicin. 
By  Edward  Headlam  Greenhow,  M.D.  Read  May 
14,  1880. 

ALTHOUGH  rheumatic  fever  rarely  proves  immediately 
fatal  it  is  attended  by  so  much  suffering,  and  so  fre- 
quently causes  disease  of  the  heart,  leading  to  death  at  a 
more  or  less  remote  period,  that  its  treatment  must  always 
be  a  subject  of  much  interest  and  anxiety  to  the  physician. 
Hitherto,  whilst  many  and  very  diverse  modes  of  treatment, 
founded  on  different  views  of  the  nature  of  the  disease,  have 
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been  proposed,  none  of  them  has  gained  general  acceptance 
with  the  profession. 

I  have  been  in  the  habit,  for  some  years,  of  trying  care- 
fully and  methodically,  in  a  series  of  cases,  the  several 
remedies  which  have  been  from  time  to  time  proposed,  on 
what  appeared  to  me  good  authority,  for  the  treatment  of 
rheumatic  fever.  The  last  of  these  remedies  I  have  thus 
tried  were  salicin  and  salicylate  of  soda ;  and  notwithstanding 
that  a  very  admirable  paper  upon  the  treatment  of  rheumatic 
fever  with  these  medicines  was  communicated  to  the  Society 
by  Dr.  Hermann  Weber  in  1877,  and  published  in  the  tenth 
volume  of  our  '  Transactions,'  I  propose  to  lay  the  results  of 
my  experience  in  the  use  of  these  remedies  before  the  Society 
this  evening. 

I  have  had  under  my  care  in  the  wards  of  the  Middlesex 
Hospital,  during  the  last  three  years,  ten  cases  of  rheumatic 
fever  treated  with  salicin,  and  fifty  treated  with  salicylate  of 
soda;  and  my  sole  purpose  on  the  present  occasion  being  to 
estimate,  as  far  as  possible,  from  this  experience  the  true 
value  of  these  agents  in  the  treatment  of  this  disease,  I 
shall  only  give  such  a  brief  abstract  of  each  case  as  may  be 
useful  for  that  purpose.  In  order  to  avoid  repetition  I  may 
say  that  all  the  patients  were  confined  to  bed  until  the  fever 
had  entirely  subsided,  and  were  preserved  by  suitable  clothing 
and  bed-curtains  from  exposure  to  cold  or  to  draughts  of  air. 
The  diet  during  the  febrile  stage  of  the  illness  consisted  in- 
variably of  the  milk  diet  of  the  hospital,  with  beef- tea,  and 
sometimes  eggs.  Stimulants  were  only  administered  when 
either  the  patient's  condition  or  previous  habits  seemed  to 
render  them  necessary,  and  always  as  sparingly  as  possible. 
The  swollen  and  painful  joints  were  carefully  wrapped  up  in 
cotton-wool ;  and  where  either  pericarditis  or  endocarditis 
existed  an  ointment,  consisting  of  equal  parts  of  extract  of  bel- 
ladonna and  ointment  of  iodide  of  potassium,  was  applied  over 
the  prsecordia,  with  a  thick  layer  of  cotton-wool  over  all.  In 
most  cases  simple  effervescing  medicine  was  prescribed  on  the 
day  of  admission,  and  aperients  and  occasionally  sedatives 
were  given  when  required  ;  but,  in  order  to  leave  full  play 
for  the  action  of  the  remedy  under  trial,  the  latter  were 
employed  as  seldom  as  possible.  Sometimes  they  were  ordered 
on  the  first  night  after  the  patient's  admission,  but  were 
rarely  repeated  after  the  salicin  or  salicylate  of  soda  was 
prescribed.  In  all  the  cases  treated  with  salicin,  and  in 
many  of  those  treated  with  salicylate  of  soda,  the  urine  was 
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examined  the  day  after  beginning*  tlie  medicine,  and  found 
invariably  to  yield  the  characteristic  reaction  with  solution 
of  perchlorlde  of  iron. 

Many  cases  of  rheumatic  fever,  especially  in  young  sub- 
jects— presenting  severe  pains  in  the  joints,  a  moderately  high 
temperature,  and  even  some  degree  of  cardiac  complication — 
improve  rapidly  after  admission  into  hospital,  and  become 
almost  convalescent  in  the  course  of  three  or  four  days,  without 
any  treatment  beyond  the  free  use  of  diluents,  occasional 
sedatives  and  aperients,  good  nursing,  rest  in  bed,  and  care- 
fully regulated  diet  and  clothing.  Being  anxious  to  exclude 
a  class  of  cases  which  might  be  a  source  of  fallacy  in  es- 
timating the  value  of  a  new  remedy,  I  laid  down  the  rule 
that  no  patient  should  be  put  on  the  treatment  with  salicin 
or  salicylate  of  soda  until  he  had  been  from  twenty-four  to 
thirty-six  hours  in  the  wards,  and  only  then  if  it  seemed  clear 
that  the  illness  was  running  an  acute  course.  Notwith- 
standing this  rule  a  few  patients,  some  of  whom  appear  to 
have  been  suffering  only  from  this  mild  and  manageable  form 
of  rheumatism,  were  placed  under  the  special  treatment  at 
an  earlier  period ;  and  considering  it  incumbent  upon  me  to 
place  the  whole  of  my  experience  before  the  Society,  I  have 
deemed  it  right  to  include  them  in  my  report. 

The  progress  of  each  patient  was  carefully  noted  from 
day  to  day,  and  the  temperature  was  taken  at  stated  in- 
tervals, in  many  cases  as  often  as  every  two,  three,  or  four 
hours  ;  but  I  have  not  thought  it  necessary  to  quote  all  these 
observations,  and  shall  only  mention  those  which  appear  to 
bear  upon  the  effects  of  the  medicine. 

Reserving  my  experience  on  the  use  of  salicylate  of  soda 
for  a  separate  communication,  I  shall  now  confine  myself  to 
the  consideration  of  the  ten  cases  treated  with  salicin. 

Case  I. 

T.  L.,  set.  25,  policeman,  admitted  on  February  10, 
1877.  Previous  health  good.  Five  days  before  admission 
began  to  feel  pain  and  stiffness  in  his  lower  limbs,  which  he 
attributed  to  exposure  whilst  on  night  duty.  The  pains  ex- 
tended to  the  upper  limbs,  and  the  day  before  he  had  felt 
pain  in  the  chest  on  deep  breathing. 

State  on  admission. — Pulse  125  ;  temperature  102°.  Left 
wrist  swollen,  red,  painful,  and  very  tender ;  small  joints  of 
left  hand  also  painful ;  pain  and  tenderness  of  both  knees  and 
right  ankle  ;  marked  cantering  rhythm  of  heart. 
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February  11. — 9  a.m  Pulse  104;  temperature  100*6°. 
Pains  continue  ;  profuse  sour  sweating. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  100  ;  temperature  101°. 

12.— 9  A.M.  Pulse  104 ;  temperature  99-4°.  Slept  badly. 
Pain  in  left  wrist  decreased ;  right  wrist  swollen,  very  pain- 
ful, and  tender.  Tongue  furred,  brown  in  centre  ;  a  soft 
pericardial  rub  just  within  left  nipple.  Has  had  very  free 
epistaxis. 

9  P.M.— Temperature  102-1°. 

13. — 9  A.M.  Pulse  105  ;  temperature  102°.  Is  much 
easier  ;  sour  sweating  continues. 

9  P.M. — Pulse  92  ;  temperature  99.4°.  Has  had  several 
returns  of  epistaxis  during  the  day. 

14. — 9  A.M.  Pulse  80  ;  temperature  100-4°.  Slight  pain 
of  right  wrist  excepted,  is  quite  free  from  pain.  Faint  sys- 
tolic murmur  at  apex  of  heart. 

9  P.M.— Pulse  92  ;  temperature  99-6°. 

15. — 9  A.M.  Pulse  84  ;  temperature  99-4°.  Slight  epis- 
taxis last  evening. 

9  P.M. — Pulse  88  ;  temperature  99*4". 

16. — 9  A.M.  Pulse  68 ;  temperature  100°.  No  pain ; 
heart  sounds  faint,  impulse  feeble. 

9  P.M. — Pulse  72  ;  temperature  100-4°. 

Two  drachms  of  brandy  to  be  given  every  three 
hours. 

17. — 9  A.M.  Pulse  68  ;  temperature  98-6°.  Pulse  weak; 
no  pain  or  sweating. 

Take  salicin  only  every  four  hours. 

9.  P.M. — Pulse  76  ;  temperature  98-6°. 

The  pulse  and  temperature  now  kept  normal  for  some 
days.  On  February  19,  being  the  eighth  day  from  the  com- 
mencement of  the  salicin,  it  was  reduced  to  a  dose  every  six 
hours.  On  the  21st  there  was  slight  return  of  pain  in  the 
left  elbow  and  right  wrist,  and  the  patient  complained  of 
feeling  very  weak.  Was  ordered  half  an  ounce  of  brandy 
every  four  hours. 

26. — 9  A.M.  Pulse  66;  temperature  99-2°.  Pains  in  both 
knees,  elbows,  and  arms  ;  faint  systolic  murmur  over  pree- 
cordia,  loudest  at  base  of  heart. 

9  P.M. — Pulse  88 ;  temperature  99-4°. 

27. — 9  A.M.  Pulse  72 ;  temperature  100*8°.  Pains  con- 
tinue ;  slept  badly. 

28.-9  A.M.     Pulse  104  ;  temperature  100-6°.     Was  kept 
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awake  by  pains  in  the  joints ;  considerable  tenderness   of 
right  elbow  and  both  wrists  ;  sweating  freely. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M.— Pulse  88 ;  temperature  100-6°. 

March  1. — 9  a.m.  Pulse  84  ;  temperature  99*8°.  Joints 
easier ;  sweating  continues. 

9  P.M.— Pulse  76 ;  temperature  100-4°. 

2.-9  A.M.     Pulse  68  ;  temperature  99-4°. 

9  P.M. — Pulse  84  ;  temperature  99°. 

3. — 9  a.m.  Pulse  72;  temperature  99-2°.  Has  again  had 
several  slight  attacks  of  epistaxis. 

Take  salicin  every  four  hours. 

The  pains  now  decreased.  The  temperature  and  pulse 
became  normal,  and  the  salicin  was  decreased  to  a  dose  every 
six  hours  on  March  6,  and  discontinued  on  March  10.  There 
still,  however,  remained  some  pain  and  stiffness  of  joints  and 
sweating.  On  March  20,  5-grain  doses  of  iodide  of  potassium 
were  ordered  to  be  taken  every  six  hours  in  effervescing 
medicine.  The  patient  was  discharged  convalescent  on 
April  17. 

Case  II. 

G.  W.,  set.  30,  clerk,  admitted  January  22,  1877.  A 
brother  suffers  from  rheumatism,  and  patient  himself  has 
already  had  five  attacks  of  rheumatic  fever  ;  has  been  a  free 
drinker.  Present  illness  commenced  about  fourteen  days  ago 
with  pains  in  the  joints  and  headache. 

State  on  admission. —  Pulse  114  ;  temperature  100"4°. 
Both  wrists  swollen,  red,  hot,  and  tender;  shoulders,  knees, 
and  right  elbow  painful  and  tender.  Sour  sweating.  Blow- 
ing systolic  murmur  at  heart ;  first  sound  sometimes  re- 
duplicate; urine,  sp.  gr.  1028,  normal. 

9  P.M.— Pulse  112;  temperature  101-2°. 

January  23. — 9  a.m.  Pulse  120 ;  temperature  100-6°. 
Pains  continue  very  severe ;  sweating  profusely.  Cantering 
rhythm  of  heart. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  112;  temperature  99*6°.   Pains  less  severe. 

24.-9  A.M.  Pulse  100  ;  temperature  100-6°.  Slept  well ; 
sour  sweating ;  slight  pain  and  tenderness  of  left  shoulder, 
wrist,  and  small  joints  of  right  hand ;  considerable  pain  and 
tenderness  of  left  temporo-maxillary  articulation. 

9  P.M. — Pulse  112  ;  temperature  100-4°.  Complains  of 
pain  in  the  left  infra- mammary  region;  pleuritic  friction  at 
seat  of  pain. 
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25. — 9  A.M.  Pulse  100  ;  temperature  99*6°.  Pains  gener- 
ally better ;  pain  in  left  side  entirely  relieved  by  a  mustard 
and  linseed  poultice  applied  last  night. 

9  P.M. — Pulse  100  ;  temperature  100-5°. 

26. — 9  A.M.  Pulse  90 ;  temperature  99°.  Slept  well ; 
pains  much  easier ;  friction  on  left  side  no  longer  audible. 

9  P.M. — Pulse  95  ;  temperature  99°. 

27. — 9  A.M.  Pulse  90;  temperature  99°.  Urine,  sp.  gr. 
1030,  normal ;  pain  and  tenderness  of  both  shoulders  and  of 
left  hand. 

9  P.M. — Pulse  95;  temperature  98*7°. 

The  temperature  now  kept  normal  for  several  days.  On 
January  29  the  salicin  was  reduced  to  a  dose  every  four  hours. 
On  the  30th  there  was  some  return  of  pains  in  various  joints. 
On  February  1  the  sweating  still  continued,  and  the  patient 
complained  of  nausea,  and  was  sick.  The  heart  sounds  on 
this  day  were  clean.  On  "February  3  there  were  severe  pains 
in  the  joints ;  and  at  9  a.m.  of  February  4  the  temperature 
ran  up  to  100*6°,  and  the  pulse  to  104. 

The  salicin  was  now  again  increased  to  20  grains  every 
two  hours. 

The  temperature  and  pulse  soon  fell  to  the  normal  stan- 
dard, but  the  sour  sweating  and  more  or  less  pain  continued ; 
and  on  February  7  pericardial  friction,  attended  by  slight 
rise  of  temperature,  was  noted ;  the  nausea  and  sickness  still 
continued,  and  the  patient  complained  of  headache.  On 
February  9  the  salicin  was  directed  to  be  given  only  every 
four  hours ;  and  two  days  later,  the  headache  and  sickness 
continuing,  it  was  omitted.  Next  day  6  grains  of  iodide  of 
potassium  were  prescribed  every  six  hours  ;  and  two  days  later 
2  grains  of  quinine,  with  3  of  extract  of  henbane,  were  ordered 
CO  be  taken  also  every  six  hours.  The  temperature  now  re- 
mained normal,  but  the  pains  subsided  very  slowly.  The 
patient  was  discharged  convalescent  on  May  9. 

Case   III. 

M.  E.,  set.  19,  needlewoman,  admitted  December  9, 
1876.  An  only  sister  suffers  from  rheumatism.  Previous 
health  good.  Present  illness  commenced,  after  getting  wet 
through  six  weeks  ago,  with  neuralgia  of  the  face,  followed  a 
few  days  later  by  pains  in  the  elbows  and  other  joints. 

State  on  admission. — Pulse  132  ;  temperature  100*6°. 
Both  wrists  and  hands  swollen,  hot,  slightly  red,  and  pain- 
ful;  left  knee  and  right  elbow  are  likewise  painful;  peri- 
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cardial  friction  is  heard  just  inside  the  left  nipple ;  urine, 
sp.  gr.  1020,  neutral. 

Take  20  grains  of  salicin  every  two  hours. 

9.30  P.M.— Pulse  120  ;  temperature  102-8°.  Face  flushed  ; 
profuse  sour  sweating. 

December  10. — 9  a.m.  Pulse  116 ;  temperature  101°. 
Slept  badly  ;  no  pain  in  right  wrist. 

9  p.m. — Pulse  116;  temperature  101-8°.  Much  less  pain ; 
still  sweating. 

11. — 9  A.M.  Pulse  116 ;  temperature  100-2°.  Urine,  sp. 
gr.  1035,  acid ;  no  pain  or  sweating ;  first  cardiac  sound 
rough  inside  nipple. 

9  P.M.— Pulse  92  ;  temperature  100*6°. 

12.— 9  A.M.     Pulse  84  ;  temperature  99*6°. 

9  P.M. — Pulse  92  ;  temperature  99-4°. 

13.— 9  A.M.     Pulse  72 ;  temperature  98°. 

The  temperature  did  not  again  exceed  99°,  and  the  pulse 
kept  normal.  On  December  15,  the  first  sound  of  the  heart 
being  very  faint,  2  drachms  of  brandy  were  ordered  to  be 
given  every  three  hours,  and  next  day  the  salicin  was  reduced 
to  a  dose  three  times  a  day.  On  December  17,  the  first  sound 
of  the  heart  continuing  faint,  the  salicin  was  omitted.  A 
few  days  later  the  heart  had  resumed  its  normal  force,  but  a 
distinct  systolic  murmur  at  the  apex  became  developed,  and 
was  still  present  when  the  patient  was  discharged  conva- 
lescent on  January  3. 

Case  IV. 

G.  H.,  set.  32,  porter,  admitted  on  January  9,  1877. 
Mother  subject  to  rheumatism.  Patient  has  already  had  two 
attacks  of  rheumatic  fever.  Drinks  spirits  freely.  Present 
illness  commenced  after  having  been  exposed  to  wet  sixteen 
days  since.  He  first  experienced  pain  in  the  hips  and  knees, 
and  shortly  afterwards  in  the  other  joints.  Has  a  slight 
cough,  and  has  sweated  very  copiously. 

8tate  on  admission. — Pulse  84 ;  temperature  98-6°.  Urine, 
sp.  gr.  1032,  acid  ;  left  knee  slightly  swollen,  hot  and  tender ; 
heart's  apex  beating  in  sixth  interspace  two  inches  below 
nipple;  impulse  forcible  and  difi'used;  first  sound  at  apex 
rough,  long,  and  booming  ;  a  faint  systolic  murmur  at  base. 

January  10. — 9  a.m.  Palse  84 ;  temperature  99-2°.  Pro- 
fuse sour  sweating ;  pain  and  tenderness  in  shoulders,  elbows, 
and  both  wrists. 

9  P.M. — Pulse  92  ;  temperature  102°. 
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11.— 9  A.M.     Pulse  102;  temperature  100-3°. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  96  ;  temperature  102-6°. 

12. — 9  A.M.  Pulse  84;  temperature  99-5°.  Slight  pain 
only  in  right  shoulder  and  hand. 

9  P.M. — Pulse  85  ;  temperature  100°. 

13. — 9  A.M.  Pulse  80;  temperature  99°.  Complains  of 
pain  in  the  prsecordia;  faint  to-and-fro  sound  just  above  the 
apex  of  heart. 

9  P.M. — Pulse  84  ;  temperature  98-6°. 

The  temperature  was  now  normal  or  subnormal  for  several 
days,  but  the  sweating  and  some  stiffness  of  joints  remained. 
The  salicin  was  reduced  to  a  dose  every  four  hours  on  Janu- 
ary 15,  and  entirely  discontinued  on  the  25th.  Next  day  the 
patient  complained  of  pain  in  the  tnuckles  of  the  right  hand, 
and  the  sour  sweating  still  continued ;  the  temperature  also 
rose  to  just  under  100°.  On  January  30  the  temperature 
rose  to  101-4°,  and  there  was  pain  in  both  shoulders  and  right 
elbow.  With  this  accession  of  fever  the  urine  acquired  a 
sp.  gr.  of  1035.  Effervescing  draughts,  with  5  grains  of 
iodide  of  potassium,  were  now  ordered  every  six  hours.  The 
pains  and  sweating  gradually  subsided,  and  the  patient  was 
discharged  convalescent  on  March  8. 

Case  Y. 

J.  B.,  set.  24,  gilder,  admitted  March  3,  1877.  One 
brother  has  had  rheumatic  fever,  and  patient  himself  has 
already  had  two  previous  attacks  of  the  same  disease.  About 
a  month  since,  after  exposure  to  cold,  he  experienced  pains  in 
various  joints,  and  was  confined  to  bed  for  a  fortnight.  He 
subsequently  returned  to  work,  but  in  a  few  days  the  pains 
returned  in  the  knees  and  ankles,  and  have  been  progressively 
getting  worse. 

State  on  admission. — Pulse  100  ;  temperature  102-4". 
Sweating  very  freely  ;  both  ankles  and  left  knee  swollen  and 
very  tender ;  right  shoulder  and  both  hips  painful ;  heart 
sounds  clean ;  urine,  sp.  gr.  1025,  neutraL 

March  4. — 9  a.m.  Pulse  92  ;  temperature  101°.  Slept 
badly. 

9  P.M. — Pulse  108 ;  temperature  102-6°.  Sweating  pro- 
fusely. 

5. — 9  A.M.  Pulse  96;  temperature  102-1°.  Pains  con- 
tinue ;  much  sour  sweating ;  pericardial  friction ;  urine,  sp. 
gr.  1032. 
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Take  salicin,  20  grains,  every  two  hours. 

9  P.M. — Pulse  96 ;  temperature  102'6°. 

6. — 9  a.m.  Pulse  92  ;  temperature  101-8°.  Did  not  sleep 
well ;  right  wrist  very  much  swollen  and  painful ;  other  joints 
easier  ;  soft  systolic  murmur  at  apex  of  heart. 

9  P.M. — Pulse  88 ;  temperature  101°.  Is  bathed  in  sour 
perspiration. 

7. — 9  A.M.  Pulse  72  ;  temperature  98*8°.  Slept  all  night ; 
pain  only  in  right  hand ;  epistaxis  last  evening ;  pulse  small 
and  feeble. 

Take  2  drachms  of  brandy  every  three  hours. 

9  P.M. — Pulse  80  ;  temperature  100-5°. 

The  temperature  now  fell  to  the  normal  standard,  and 
the  pulse  ranged  from  52  to  70.  The  sweating  became  less 
copious,  but  wandering  pains  and  stiffness  of  joints  con- 
tinued for  several  days.  On  March  9  the  salicin  was  reduced 
to  a  dose  every  four  hours ;  on  March  12  to  a  dose  every  six 
hours;  and  was  entirely  discontinued  on  March  15. 

Discharged  convalescent  on  March  23. 

Case  VI. 

E.  L.,  set.  21,  servant,  admitted  March  12,  1877.  No 
history  of  rheumatism  either  in  patient  herself  or  her  family. 
Has  been  ailing  for  ten  days,  and  has  for  three  days  been 
suffering  from  pains  and  swelling  in  her  ankles,  and  pain  in 
hips  and  left  shoulder. 

State  on  admission. — Pulse  112  ;  temperature  103-4°.  Red- 
ness, heat,  swelling,  and  tenderness  of  both  ankles  and  knees  ; 
pain  of  hips.  Heart  sounds  normal.  Urine,  sp.  gr.  1028, 
alkaline. 

March  13. — 9  a.m.  Pulse  112  ;  temperature  103°.  Slept 
badly. 

9  P.M. — Pulse  100 ;  temperature  103-1°. 

14. — 9  A.M.  Pulse  100 ;  temperature  103*2°.  Sweating 
freely  ;  right  knee  very  painful. 

9  P.M. — Pulse  96  ;  temperature  101-2°. 

15. — 9  A.M.  Pulse  100  ;  temperature  103°.  Pains  and 
sweating  continue. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  90  ;  temperature  101-8°. 

16. — 9  A.M.  Pulse  105  ;  temperature  102*1°.  Right  knee 
still  swollen  and  very  painful ;  complains  of  pains  across  the 
shoulders. 

9  P.M. — Pulse  84  ;  temperature  101-8°. 
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17. — 9  A.M.  Pulse  84;  temperature  101-1°.  Pain  in 
right  elbow  only  ;  much  sweating  last  night. 

9  P.M. — Pulse  68  ;  temperature  100°. 

18. — 9  A.M.  Pulse  60 ;  temperature  99°.  Quite  free  from 
pain  ;  sweating. 

9  P.M. — Pulse  60  ;  temperature  98*2°. 

The  temperature  did  not  again  exceed  99°,  and  was  com- 
monly rather  subnormal ;  and  the  pulse  ranged  from  52  to  64 
until  after  March  27.  On  March  20  a  faint  pericardial  rub  was 
audible  inside  the  left  nipple,  and  the  patient  complained  of 
pain  in  the  epigastrium.  The  salicin  was  reduced  to  a  dose 
every  four  hours,  and  on  the  24th  to  a  dose  every  six  hours. 
The  pulse  now  became  feeble,  and  there  was  sickness  and 
pain  in  the  epigastrium.  Brandy  and  soda-water  were  pre- 
scribed ;  but  the  sickness  continuing,  the  salicin  was  discon- 
tinued on  the  26th.  The  vomiting  then  ceased.  On  March 
28  and  29  there  was  return  of  pain  in  the  right  hand,  and  the 
temperature  rose  to  99*3°;  and  on  the  31st  to  101*8°,  when 
there  was  pain  in  both  knees  and  feet.  The  salicin  was, 
however,  not  resumed ;  but  the  fever  and  pain  subsided  in  a 
few  days,  and  the  patient  was  discharged  on  April  27. 

Case  VII. 

G.  B.,  a3t.  38,  porter,  admitted  March  16, 1877.  Previous 
health  good,  but  the  patient  was  a  member  of  a  rheumatic 
family,  his  mother  and  several  other  relatives  having  suffered 
from  rheumatic  fever.  Two  days  before  presenting  himself  at 
the  hospital  he  awoke,  early  in  the  morning,  with  pain  in  the 
left  instep.  In  the  course  of  the  same  day  the  left  hip  became 
painful,  and  the  left  wrist  swollen  and  tender.  In  the  even- 
ing the  right  knee  and  ankle  became  similarly  affected,  and 
he  had  some  shivering. 

State  on  admission. — Pulse  90 ;  temperature  102*3°.  Is 
sweating  very  freely ;  both  knees  and  ankles  and  left  wrist 
swollen,  red,  and  very  tender ;  heart  sounds  clean. 

March  17.— 9  a.m.  Pulse  80  ;  temperature  101*2°.  Slept 
badly  ;  pains  rather  less  severe  ;  urine,  sp.  gr.  1031,  acid. 

9  P.M. — Pulse  76  ;  temperature  100*6°.     Sweating  freely. 

18. — 9  A.M.  Pulse  80  ;  temperature  99*8°.  Pulse  small : 
pains  continue  severe  ;  did  not  sleep  well. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  80 ;  temperature  100*6°.     Sour  sweating. 

19.— 9  A.M.  Pulse  76  ;  temperature  99*6°.  Slept  well ; 
still  much  tenderness  of  knees,  ankles,  and  left  hand. 
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9  P.M. — Pulse  80  ;  temperature  102-6°.  Very  copious 
sweating. 

20.— 9  A.M.  Pulse  68  ;  temperature  98-9°.  Pulse  weak; 
pains  much  easier,  but  swelling  and  tenderness  of  knees  and 
ankles  continue  ;  slept  well ;  sweating  freely. 

9  P.M. — Pulse  76  ;  temperature  100°. 

21. — 9  A.M.  Pulse  72;  temperature  99*4.  Bathed  in 
sour  perspiration. 

From  March  21  to  31  the  temperature  ranged  from  97*8° 
to  99-7°,  but  was  usually  normal.  The  pulse  varied  from  68  to 
88.  The  pains  and  swelling  of  joints  and  the  sour  sweating 
gradually  subsided,  but  did  not  disappear  before  the  middle 
of  April.  The  salicin  was  reduced  to  a  dose  every  four  hours 
on  March  28,  and  entirely  discontinued  on  April  9.  Dis- 
charged convalescent  on  April  30. 

Case  VIII. 

E.  L.,  set.  29,  married  woman,  admitted  January  4,  1877. 
A  history  of  rheumatism  in  mother.  Patient  herself  had 
rheumatic  fever  at  the  age  of  19,  but  has  in  other  respects 
enjoyed  unimpaired  health.  The  present  illness  commenced 
with  shivering  and  aching  in  the  limbs  ten  days  ago.  Se- 
vere pains  in  the  knees  and  wrists  followed,  and  she  became 
unable  to  move  about.  Is  nursing  an  infant  twelve  months 
old. 

State  on  admission. — Pulse  100  ;  temperature  101"8°. 
Heart  sounds  clean ;  complains  of  pains  in  the  knees  and 
wrists,  but  these  joints  are  neither  swollen  nor  tender. 

9  P.M. — Pulse  86  ;  temperature  101°. 

January  5. — 9  a.m.  Pulse  80  ;  temperature  101-7°.  Left 
wrist  and  right  elbow  swollen,  red,  and  very  tender ;  urine, 
sp.  gr.  1025,  acid. 

Take  20  grains  of  salicin  every  two  hours. 

9  P.M. — Pulse  72  ;  temperature  99-4°. 

6. — 9  A.M.  Pulse  72  ;  temperature  99*8°.  Pains  some- 
what easier ;  sweating  freely. 

9  P.M. — Pulse  72  ;  temperature  98-8°. 

From  this  date  the  temperature  was  always  normal  or  sub- 
normal, and  the  pulse  quiet.  The  pains  soon  subsided,  but 
the  sweating  continued  for  some  days.  On  January  9,  the 
pulse  being  very  feeble,  the  salicin  was  reduced  to  a  dose 
every  four  hours.  On  the  14th  it  was  again  reduced  to 
three  doses  daily,  and  was  entirely  omitted  on  January  17. 
The  patient  was  discharged  convalescent  on  January  27. 
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Case  IX. 

A.  J.  M.,  set.  85,  tailor,  admitted  February  3, 1877.  Both 
father  and  grandfather  suffered  from  rheumatism.  Patient 
himself  had  rheumatic  fever  four  years  ago,  and  has  occa- 
sionally had  rheumatic  pains  since  that  time.  Present  ill- 
ness began,  two  days  before  admission,  with  sharp  pain  in  the 
back,  followed  by  pains  in  most  of  the  joints. 

State  on  admission. — Pulse  96  ;  temperature  101°.  Both 
ankles  and  hands  swollen,  red,  and  painful ;  heart  sounds 
clean  ;  impaired  percussion  resonance  and  scanty  crepitation 
in  posterior  base  of  right  lung ;  sour  sweating. 

9  p.m. — Pulse  110;  temperature  102-8°. 

February  4. — 9  p.m.  Pulse  100 ;  temperature  100-4°. 
Slept  well ;  no  material  change. 

9  p.  M.— Pulse  100 ;  temperature  102-6°. 

5. — 9  a.m.  Pulse  84;  temperature  101*2.  Urine,  sp.gr. 
1028,  acid ;  sweating  freely.  No  change  either  in  lungs  or 
joints. 

Take  20  grains  of  salicin  every  two  hours. 

9  p.m. — Pulse  92;  temperature  101-8°.  Sour  sweating 
continues. 

6. — 9  A.M.  Pulse  92  ;  temperature  101-9.  Sweating ; 
has  slight  occasional  cough ;  scanty  crepitation  in  base  of 
left  as  well  as  right  lung. 

9  p.m.— Pulse  112  ;  temperature  103-2°. 

7. — 9  a.m.  Pulse  100  ;  temperature  101-8°.  Has  severe 
pain  in  left  hand ;  other  joints  easier ;  left  hand  and  wrist 
swollen,  red,  and  tender ;  sweating  profusely ;  no  change  in 
state  of  right  lung. 

9  P.M. — Pulse  92  ;  temperature  102-8°. 

8. — 9  A.M.  Pulse  96 ;  temperature  101-8°.  Slept  well ; 
very  copious  sour  sweating;  right  front  of  chest  expands 
imperfectly;  impaired  resonance  over  right  back  of  chest 
from  apex  to  base ;  crepitation  and  increased  vocal  vibration 
over  dull  area. 

9  P.M. — Pulse  92  ;  temperature  103°. 

9. — 9  A.M.     Pulse  84  ;  temperature  102-4°. 

9  P.M. — Pulse  85  ;  temperature  102-6°. 

10. — 9  A.M.  Pulse  92  ;  temperature  101-6°.  Complains 
of  pain  in  left  arm  ;  condition  of  right  lung  much  improved. 

9  P.M. — Pulse  85  ;  temperature  102°. 

11. — 9  A  M.  Pulse  76  ;  temperature  100-6°.  Pains  much 
better. 
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9  P.M. — Pulse  88 ;  temperature  101-4°. 

12. — 9  a.m.  Pulse  84;  temperature  100-2°.  Pain  in  the 
right  hand  and  in  both  shoulders  ;  urine,  sp.  gr.  1015,  normal. 

9  P.M. — Pulse  84 ;  temperature  101°. 

13. — 9  A.M.  Pulse  78  ;  temperature  100-5°.  Sweats  a 
good  deal ;  lungs  almost  normal. 

9  P.M. — Pulse  84  ;  temperature  99-4°. 

14. — 9  A.M.  Pulse  96 ;  temperature  99°.  Pulse  very 
feeble;  still  much  sour  sweating;  pain  in  right  shoulder 
and  wrist ;  no  swelling  or  tenderness. 

Take  salicin  only  every  four  hours. 

9  P.M. — Pulse  72 ;  temperature  99°. 

17. — Pulse  76;  temperature  99°.  Pulse  very  weak  and 
compressible ;  sounds  and  impulse  of  heart  feeble ;  still  sour 
sweating. 

Take  salicin  every  six  hours. 

The  patient  continued  to  improve  slowly ;  the  salicin 
was  omitted  on  February  19,  and  the  patient  was  discharged 
convalescent  on  March  8. 

Case  X. 

D.  A.,  set.  20,  porter,  admitted  January  9,  1877.  Father 
rheumatic  ;  patient  had  rheumatic  fever  three  years  since. 
Six  days  ago  felb  slight  pain  in  the  knees,  and  afterwards  in 
the  anldes,  shoulders,  and  hands.  Urine  during  the  last  few 
days  has  been  of  a  deep  blood-red  colour. 

State  on  admission. — Pulse  108  ;  temperature  102°.  Both 
feet  swollen,  red,  hot,  and  tender ;  knees  swollen,  hot,  and 
painful ;  sour  sweating ;  breath  sounds  normal ;  a  soft  sys- 
tolic murmur  audible  over  the  prsecordia ;  urine,  sp.  gr.  1030, 
copiously  albuminous. 

9  p.m. — Pulse  128;  temperature  102*8° ;  respirations  32. 
Has  a  harsh,  dry  cough ;  very  profuse  sweating. 

January  19. — 9  a.m.  Pulse  102  ;  temperature  103-6°. 
Troublesome  cough,  attended  by  copious  frothy  sputum ; 
resonance  slightly  impaired  over  both  posterior  bases ;  breath 
sounds  feeble,  and  accompanied  by  faint  crackling  in  base 
of  left  lung ;  breathing  laboured.  Pains  in  joints,  as  yes- 
terday. Urine,  sp.  gr.  1030,  very  acid,  albumen  ;  no  blood 
or  casts. 

Take  20  grains  of  salicin  every  two  hours. 

9  p.m. — Pulse  128;  temperature  103-2°;  respirations,  60- 

12.— 9  a.m.— Pulse  120  ;  temperature  103-2°.  Pulse  irre- 
gular both  in  rhythm  and  force ;  impaired  resonance  over 
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posterior  bases  of  both  lungs,  and  also  over  lower  half  of  left 
front  of  chest ;  breath  sounds  harsh  in  bases,  no  adventitious 
sounds  ;  loud  pericardial  friction  over  prsecordia  ;  heart's  im- 
pulse feeble. 

Take  half  an  ounce  of  brandy  every  four  hours.  Con- 
tinue salicin. 

9  P.M. — Pulse  120 ;  temperature  102-4°.  No  rheumatic 
pains ;  complains  of  pain  in  prsecordia ;  has  vomited  after 
salicin. 

12.— 9  a.m.    Pulse  120  ;  temperature  102-6°.    Slept  badly. 

Continue  salicin. 

9  P.M. — Pulse  130 ;  temperature  103°. 

13.— 9  A.M.  Pulse  120 ;  temperature  101-2°.  Urine, 
8p.  gr.  1026,  very  acid,  quantity  of  albumen  greatly  decreased. 
Impaired  resonance  over  bases  of  lungs  ;  breath  sounds  harsh 
and  tubular  in  bases  of  both  lungs. 

9  P.M. —  Pulse  116;  temperature  102°. 

14. —  9  A.M.  Pulse  116;  temperature  102°.  Eight  knee 
very  painful.  Dulness  on  percussion  over  lower  half  of  ster- 
num from  its  right  margin  into  left  axilla ;  loud  pleuritic 
friction  in  right  mammary  region.     Sputum  blood-stained. 

9  P.M.— Pulse  120 ;  temperature  102-3°. 

15. — 9  a.m.  Pulse  116;  temperature  101-6°.  Dulness 
over  back  of  chest  much  diminished,  breathing  still  harsh ; 
dulness  over  lower  part  of  sternum  remains.  Loud  pericar- 
dial friction.  Impaired  percussion,  resonance  and  tubular 
breathing  over  right  front  of  thorax. 

9  P.M. — Pulse  112  ;  temperature  100-6°. 

17. — 9  A.M.  Pulse  132  ;  temperature  100-8°.  Quite  free 
from  pain  in  joints ;  complains  of  soreness  and  dryness  of 
fauces. 

9  P.M.— Pulse  136;  temperature  100-6°. 

18. — 9  A.M.  Pulse  126  ;  temperature  99-8°.  Pulse  irre- 
gular in  force  and  rhythm.  Dulness  of  thorax  everywhere  clear- 
ing up.    Complains  of  pain  in  the  praecordia,  and  of  dyspnoea. 

9  P.M. — Pulse  124;  temperature  101-4°. 

19. — 9  a.m.  Pulse  124;  temperature  101-6°.  Urine  free 
from  albumen  ;  loud  pericardial  friction  still  audible. 

9  P.M. — Pulse  128  ;  temperature  101-5°. 

20. — 9  A.M.  Pulse  118;  temperature  101°.  Is  feeling 
much  better. 

9  P.M.     Pulse  128 ;  temperature  102°.    Has  been  very  sick. 

21.— 9  a.m.  Pulse  116;  temperature  98-4°.  Sickness 
continues. 
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9  P.M. — Pulse  118 ;  temperature  101°. 

22. — 9  A.M.  Pulse  140 ;  temperature  102*6°.  Has  again 
been  very  sick ;  omit  salicin,  and  take  effervescing  medicine 
every  four  hours.  Prom  this  tiiue  the  patient  made  slow 
but  steady  progress.  The  temperature  ranged  from  99°  to 
101*4°  until  after  February  4,  and  the  pulse  from  90  to  136  ; 
there  was  no  return  of  rheumatic  pains,  and  the  chest  soon 
cleared  up;  the  patient  was  discharged  convalescent  on 
March  8,  but  with  a  systolic  apex  murmur. 

SUMMARY. 

It  will  be  convenient  to  summarise  the  results  of  the 
treatment  in  each  of  these  cases  before  x^roceeding  to  deduce 
any  conclusions  from  them  as  to  the  value  of  the  remedy. 

No.  I. — The  patient,  who  was  suffering  from  a  primary 
attack,  had  been  ailing  for  several  days,  when  he  came  under 
observation.  He  was  put  upon  full  doses  of  salicin  the  day 
after  admission,  when,  judging  by  the  peculiar  rhythm  of 
the  heart,  pericarditis  was  already  commencing.  The  tem- 
perature began  to  fall  on  the  third  day  after  salicin  was 
prescribed,  and  became  normal  on  the  sixth  day ;  the  pains 
abated  on  the  second  day,  and  entirely  ceased  on  the  fifth 
day.  The  salicin  was  taken  regularly  every  two  hours  for 
six  days,  then  for  two  days  every  four  hours,  and  again  for 
nine  days  every  six  hours.  Rheumatic  pains  now  began  to 
reappear,  and  a  mild  relapse  occurred,  for  which  the  salicin, 
which  had  never  been  altogether  discontinued,  was  again 
prescribed  more  frequently.  Epistaxis  set  in  the  day  after 
the  patient  commenced  taking  salicin,  and  continued  from 
time  to  time  for  several  days.  It  returned  again  three  days 
after  the  frequency  of  the  dose  was  increased.  On  the  fifth 
day  after  beginning  the  salicin  the  pulse  and  the  impulse 
of  the  heart  became  very  feeble,  requiring  the  administration 
of  stimulants.  The  pain  and  stiffness  of  joints  and  sour 
sweating  did  not  entirely  cease  for  some  time,  and  the  patient 
was  not  discharged  until  the  66th  day  after  admission. 

No.  II. — The  patient  had  been  ailing  fourteen  days  when 
he  was  admitted  for  his  sixth  attack  of  rheumatic  fever.  He 
already  had  old  mitral  disease,  and  pericarditis  was  present, 
before  he  was  put  upon  the  treatment  with  salicin.  The 
pain  diminished  on  the  second  and  ceased  on  the  sixth 
day  from  beginning  to  take  salicin ;  the  temperature  fell  on 
the  third,  and  became  normal  on  the  fifth  day.  The  salicin 
was  given  every  two  hours  for  six  days ;  it  was  then  reduced 
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in  frequency  to  every  four  hours,  but  the  pains  recurred  on 
the  following-  day,  and  on  the  fourth,  day  a  relapse  ensued, 
rendering  it  necessary  to  increase  the  frequency  of  the  dose 
again  to  every  two  hours.  On  the  eighth  day  of  treatment 
with  salicin  sickness  supervened,  and  after  the  expiry  of 
ten  more  days  the  vomiting  and  headache  became  so  severe 
that  it  was  necessary  to  discontinue  the  remedy.  Pleurisy 
supervened  after  the  salicin  had  been  prescribed,  and  during 
the  second  course  of  treatment  pericarditis  returned  a  second 
time.  The  patient  was  subsequently  treated  with  iodide  of 
potassium  and  quinine,  but  was  not  fit  to  be  discharged  until 
he  had  been  107  days  in  hospital. 

No.  III. — The  patient  had  been  ailing  for  several  weeks 
when  admitted  for  a  first  attack  of  rheumatic  fever.  Peri- 
carditis was  already  present.  She  was  put  upon  salicin  the 
day  of  admission.  The  pains  diminished  very  rapidly,  and 
the  temperature  became  normal  on  the  fourth  day  from  com- 
mencing the  medicine.  On  the  fifth  day  the  first  sound  of 
the  heart  became  so  feeble  that  brandy  was  ordered  to  be 
given  every  three  hours.  The  salicin  was  given  every  two 
hours  for  six  days,  then  three  times  a  day  for  two  days,  and 
finally  discontinued  on  the  eighth  day.  Discharged  conva- 
lescent, but  with  an  apex  systolic  murmur,  on  the  25th  day 
after  admission. 

No.  IV. — Patient  had  been  ailing  for  some  days  when  ad- 
mitted for  a  third  attack  of  rheumatic  fever,  but  the  disease 
was  not  fully  developed  until  the  day  after  admission.  There 
was  already  old  mitral  disease.  Two  days  after  admission 
salicin  was  prescribed.  The  temperature  soon  fell  to  the 
normal  standard,  but  the  pains  and  sour  sweating  did  not 
subside  with  it,  and  pericarditis  supervened  two  days  after 
the  salicin  had  been  commenced.  The  salicin  was  adminis- 
tered every  two  hours  for  four  days,  then  every  four  hours 
for  ten  days,  when  it  was  discontinued.  A  mild  relapse  now 
ensued,  which  was  treated  with  iodide  of  potassium ;  and 
the  patient  was  discharged  convalescent  on  the  58th  day. 

No.  V. — Patient  was  admitted  for  a  relapse  after  a  mild 
third  attack  of  rheumatic  fever.  Salicin  was  prescribed  on  the 
second  day  after  admission,  when  pericarditis  already  existed. 
The  temperature  soon  became  normal,  and  the  pains  greatly 
subsided  by  the  fourth  day,  but  some  sour  sweating  and  pain 
and  stiffness  of  joints  continued  for  several  days  longer. 
Epistaxis  supervened,  and  the  pulse  became  small  and  feeble 
on  the  second  day  after  the  commencement  of  treatment, 
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rendering  necessary  the  administration  of  brandy.  The 
salicin  was  given  every  two  hours  for  five  days,  then  every 
four  hours  for  three  days,  and  finally  omitted  on  the  eleventh 
day.     The  patient  was  twenty  days  in  hospital. 

No.  VI. — Patient  was  admitted  into  hospital  for  a  primary 
attack  of  rheumatic  fever  on  the  third  or  fourth  day  of  her 
illness.  Salicin  was  prescribed  on  the  third  day;  it  was 
given  every  two  hours  for  five  days,  then  every  four  hours 
for  four  days,  and  every  six  hours  for  two  days.  The  tem- 
perature fell  to  the  normal  standard  and  the  pain  subsided 
two  days  after  commencing  to  take  salicin,  being  about  the 
eighth  or  ninth  day  of  the  disease.  Notwithstanding  this 
pericarditis  developed  when  she  was  fully  under  the  influence 
of  the  remedy.  The  pulse  became  very  feeble,  and  sickness 
and  pain  in  the  epigastrium  supervened  nine  days  after  the 
commencement  of  treatment.  The  sickness  and  epigastric 
pain  not  being  relieved  by  the  reduction  of  the  salicin  to  a 
dose  every  six  hours,  it  was  omitted  on  the  eleventh  day. 
These  symptoms  now  disappeared,  but  two  days  afterwards 
pains  returned  in  one  of  the  hands,  and  subsequently  in  the 
knees  and  feet,  coincidently  with  a  rise  of  temperature  to 
101 '8°.  Salicin  was  not  again  prescribed,  but  this  relapse 
soon  passed  off,  and  the  patient  was  discharged  on  the  46th 
day  after  admission. 

No.  VII. — Patient  was  admitted  into  hospital  on  the  third 
day  of  a  primary  attack  of  rheumatic  fever.  The  temperature 
had  already  fallen  somewhat  before  salicin  was  prescribed. 
It  became  quite  normal  in  three  days,  but  the  pains  and 
sour  sweating  subsided  more  slowl3^  The  salicin  was  given 
every  two  hours  for  ten  days,  when  it  was  reduced  to  a  dose 
every  four  hours,  and  was  not  finally  discontinued  until  the 
23rd  day.  No  marked  physiological  effects  followed  its 
administration.  The  patient  was  discharged  on  the  45th 
day. 

No.  VIII. — Patient,  a  married  woman,  was  nursing  an  in- 
fant when  admitted,  about  the  tenth  day  of  a  second  attack  of 
rheumatic  fever.  The  temperature  fell  rapidly,  and  became 
quite  normal,  and  the  joint  pains  subsided  within  thirty- 
six  hours  from  commencing  to  take  salicin.  After  taking 
salicin  every  two  hours  for  four  days  the  pulse  became  very 
feeble  ;  the  medicine  was  then  reduced  to  a  dose  every  four 
hours,  and  was  entirely  omitted  on  the  twelfth  day.  The 
patient  was  discharged  convalescent  on  the  23rd  day. 

No.  IX. — Patient  was  admitted  on  the  third  day  of  a 
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second  attack  of  rheumatic  fever,  complicated  with,  pneumo- 
nia. He  was  placed  under  treatment,  with  salicin,  on  the 
second  day.  The  temperature  did  not  fall  materially  for 
eight  days,  and  did  not  become  normal  until  the  tenth  day, 
during  all  of  which  salicin  was  given  in  doses  of  20  grains 
every  two  hours.  The  fall  in  temperature  coincided  with 
great  improvement  in  the  condition  of  the  lungs,  but  the 
joint  pains  and  sour  sweating  continued  for  a  day  or  two 
longer.  The  sounds  and  impulse  of  the  heart  became  very 
feeble  on  the  twelfth  day  of  treatment,  when  the  frequency 
of  the  dose  of  salicin  had  been  already  reduced  to  every  four 
hours.     The  patient  was  discharged  on  the  33rd  day. 

No.  X. — Patient  was  admitted  for  a  second  attack  of 
rheumatic  fever,  complicated  with  double  pneumonia  and 
hsematuria,  on  the  sixth  day.  There  was  a  systolic  murmur 
on  admission,  and  pleuritic  and  loud  pericardial  friction 
subsequently  developed.  He  was  put  upon  full  doses  of 
salicin  the  day  after  admission  into  hospital.  The  pains  in 
the  joints  disappeared  on  the  seventh  day  of  treatment,  coin- 
cidently  with  considerable  amendment  in  the  condition  of 
the  lungs  and  the  disappearance  of  the  albuminuria ;  but 
the  temperature  remained  high  until  after  the  salicin  had 
been  discontinued,  on  account  of  persistent  and  uncontrollable 
sickness.  It  was  necessary  to  give  full  doses  of  chloral 
and  morphia  for  many  nights  in  order  to  secure  rest,  and 
brandy  was  freely  and  methodically  administered.  Ether 
and  ammonia  were  also  required  from  time  to  time,  on  ac- 
count of  feeble  and  irregular  action  of  the  heart  and  dyspnoea. 
The  salicin  was  given  in  doses  of  20  grains  every  two  hours 
for  seventeen  days.  It  caused  sickness  at  a  very  early 
period ;  and,  after  a  few  days,  dryness  and  soreness  of  the 
throat.  The  patient  was  discharged  on  the  58th  day,  at  which 
time  there  was  a  distinct  systolic  apex  murmur. 

Remarks. — This  experience  of  the  effects  of  treating 
rheumatic  fever  with  salicin  was,  on  the  whole,  not  so  satis- 
factory as  to  encourage  me  in  continuing  to  employ  it.  In 
the  uncomplicated  cases,  indeed,  the  temperature  appeared 
to  be  reduced,  and  the  pains  somewhat  to  subside,  under  its 
use ;  but  in  cases  Nos.  I.,  II.,  IV.,  and  VI.  relapses  occurred 
when  the  salicin  was  either  discontinued  or  the  frequency 
of  the  dose  diminished.  Of  the  remaining  cases.  No.  III. 
had  already  been  ill  for  some  time,  and  his  disease  may  be 
presumed  to  have  been  approaching  its  close  before  he  came 
under  treatment ;  and  case  No.  V.  had  already  been  laid  up 
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at  home  with  a  mild  attack  of  rheumatic  fever  when  he  was 
admitted  for  a  relapse,  which  would  probably  have  recovered 
quite  as  rapidly  under  rest  in  bed  and  hospital  diet.  Cases 
Nos.  IX.  and  X.  were  complicated  with  pneumonia.  The 
salicin  did  not  appear  to  exert  any  influence  upon  their  pro- 
gress, and  did  not  reduce  the  temperature,  which  only  sub- 
sided with  the  abatement  of  the  lung  ailment.  These  cases, 
in  short,  ran  very  much  the  same  course  similar  cases  run 
under  other  treatment. 

On  the  other  hand,  salicin  appeared  to  produce  some  in- 
convenient consequences.  In  case  No.  I.  epistaxis  very  soon 
ensued  after  the  patient  commenced  its  use.  This  might 
have  been  regarded  as  accidental,  but  it  is  at  least  significant 
that  the  bleeding  returned  when,  after  an  interval,  it  became 
necessary  to  increase  the  frequency  of  the  dose.  Epistaxis 
also  occurred  in  Case  No.  V.,  coincidently  with  feebleness  of 
pulse  on  the  second  day  after  salicin  was  prescribed.  Marked 
depression  of  the  power  of  the  heart  ensued  in  cases  Nos. 
I.,  III.,  YI.,  and  VIII.  whilst  the  patients  were  taking 
salicin,  and  entirely  subsided  after  it  was  discontinued. 
Nausea  and  sickness  occurred  in  cases  Nos.  II.  and  VI.,  asso- 
ciated in  the  former  with  headache,  and  in  the  latter  with 
severe  epigastric  pain.  Lastly,  the  detention  of  the  patients 
in  hospital  was  not  shortened  by  the  treatment  with  salicin; 
on  the  contrary,  if  we  except  cases  Nos.  III.  and  V.,  which 
have  already  been  said  to  have  been  approaching  their  close 
when  admitted,  and  case  No.  VIII.,  which  improved  rapidly 
after  lactation  was  stopped,  the  patients  treated  with  salicin 
recovered  more  slowly  than  is  common  in  cases  of  similar 
severity  treated  by  other  methods,  their  average  residence 
in  hospital  having  been  55  days. 


LIII. — Cases  of  Rheumatic  Fever  treated  with  Salicylate 
of  Soda.  By  Edward  Headlam  Geeenhow,  M.l). 
Read  May  14,  1880. 

THESE  cases,  fifty  in  number,  are  too  numerous  to  allow 
of  their  being  read  to  the  Society,  even  in  abstract.  I 
shall  therefore  only  read  such  a  selection  of  them  as  may 
suffice  to  show  the  effects  of  the  treatment,  but  shall  com- 
prise brief  reports  of  them  all  in  my  Paper  in  order  that  the 
whole  of  the  evidence  I  have  collected  ma}'  be  published  in 
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the  *  Transactions.'  The  plan  which  I  followed,  both  as  regards 
the  selection  of  cases  for  observation  and  their  general 
management,  having  been  already  described  in  the  beginning 
of  my  communication  on  the  treatment  of  rheumatic  fever 
with  salicin,  it  is  unnecessary  to  repeat  that  explanation  here. 
The  cases  were  of  very  various  degrees  of  intensity  and 
character.  Two  of  them  passed  into  hyper-pyrexia  after 
being  placed  under  treatment  with  salicylate  of  soda,  and 
ultimately  recovered  under  the  use  of  cold  baths ;  two  others 
were  attended  by  complications  which  soon  led  to  a  fatal 
result ;  six  others  were  attended  by  serious  pulmonary  com- 
plications ;  fourteen  cases  were  of  so  mild  a  character  that 
they  would  probably  have  done  equally  well  under  simple 
saline  treatment,  combined  with  an  occasional  aperient  or 
sedative,  and  hospital  rest  and  diet ;  the  remainder  were  cases 
of  severe  rheumatic  fever,  in  the  treatment  of  which  the  value 
of  salicylate  of  soda  was  fairly  tested.  I  shall  now  proceed 
to  relate  them  in  the  order  in  which  I  have  named  them. 

Case  I. 

J.  P.,  set.  28,  housemaid,  admitted  July  18,  1877.  Had 
rheumatic  fever  eight  years  since ;  is  a  nervous,  hysterical 
woman ;  present  illness  commenced  with  stiffness  and  pains 
in  the  lower  limbs  on  the  16th  inst. 

State  on  Admission. — Pulse  96;  temperature  101*8°; 
urine  sp.  gr.  1034,  normal.  Complains  of  pain  in  almost 
all  her  joints,  especially  those  of  the  right  leg  and  both  arms  ; 
skin  moist  and  hot ;  breath- sounds  normal ;  apex  of  heart 
beats  in  the  fourth  and  fifth  interspaces,  just  within  the 
nipple  line,  the  impulse  is  forcible  and  attended  by  a  faint 
thrill ;  the  first  cardiac  sound  at  the  apex  is  long,  loud,  and 
accompanied  by  a  slight  murmur,  the  second  is  reduplicated 
at  the  base ;  loud  pericardial  friction  over  the  prsecordia. 

Take  twenty  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  92  ;  temperature  102-4°. 

19. — 9  A.M.  Pulse  108  ;  temperature  101*6°.  Sweating 
profusely,  slept  after  a  subcutaneous  injection  of  morphia ; 
face  flushed ;  condition  of  heart  and  pains  of  joints  as 
yesterday. 

9  p.m. — Pulse  112;  temperature  101*2°.  Has  now  pain 
only  in  the  right  elbow,  right  knee,  and  both  feet ;  copious 
sour  sweating. 

20.— 10  A.M.    Pulse  96 ;  temperature  100*2°.     Slept  well ; 


264  Dr.  Greenhow's  Cases  of  Rheumatic  Fever. 

is  free  from  pain  except  in  the  riglit  leg ;  pericardial  friction 
still  continues.     Deafness. 

Take  the  salicylate  only  every  six  hours. 

9  P.M.— Pulse  100;  temperature  102-0°.  Slight  pain  in 
both  knees  and  right  ankle. 

Resume  the  salicylate  every  four  hours. 

21. — 9  A.M.  Pulse  84;  temperature  101*6°;  pulse  soft 
and  compressible;  nose  bled  a  little  during  the  night;  feels 
very  sick ;  is  still  deaf,  and  fancies  that  she  hears  music ; 
became  very  faint  this  morning  on  being  raised  up ;  pain  in 
the  knees  on  movement  only,  none  elsewhere. 

To  have  a  dessert-spoonful  of  brandy  every  four  hours. 

8.30  P.M. — Pulse  88 ;  temperature  103-1°.  Has  now 
pain  on  movement  in  the  right  knee  only ;  is  very  deaf,  still 
thinks  she  hears  music ;  has  had  return  of  epistaxis ;  body 
covered  with  red  miliary  rash;  pericardial  friction  and 
cardiac  murmur  unchanged. 

22. — 10  A.M.  Pulse  100  ;  temperature  104*2°.  Has  again 
had  epistaxis  this  morning;  wandered  much  during  the 
night,  saying  that  she  saw  and  heard  strange  things,  and 
trying  repeatedly  to  get  out  of  bed ;  was  ordered  a  draught 
with  chloral  and  morphia,  but  did  not  sleep  after  it ;  is 
cheerful  and  answers  questions  correctly  this  morning ;  is 
still  very  deaf,  and  has  occasional  twitchings  of  the  face  and 
hands. 

12  NOON. — Pulse  116;  temperature  105*8°.  Patient  says 
that  she  is  burning  and  must  get  out  of  bed  or  she  will  be 
roasted.  The  salicylate  was  now  discontinued,  and  the  case 
was  treated  with  cold  baths  and  large  doses  of  quinine. 
During  the  next  four  days  she  had  five  cold  baths  ;  but,  as 
she  did  not  resume  the  salicylate,  it  is  not  necessary  to  follow 
the  details  of  the  case  any  further.  She  was  discharged  well 
on  September  1 7. 

Case  II. 

J.  P.,  set.  28,  blacking  maker,  admitted  January  4, 
1878.  Father  suffered  from  rheumatism,  and  patient  him- 
self had  rheumatic  fever  in  boyhood,  otherwise  his  health  has 
been  good.  Is  of  temperate  habits.  Present  illness  com- 
menced a  few  days  before  admission  with  pain  in  the  right 
knee,  soon  followed  by  pain  in  other  joints  and  attended  by 
profuse  sweating.  Attributes  his  illness  to  exposure  to  cold 
and  wet. 

State   on   Admission. — Pulse    108 ;    temperature    101*4°. 
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Knees,  ankles,  elbows,  and  wrists  swollen,  hot,  red,  and  very 
painful ;  face  much  flushed,  skin  moist;  lungs  normal;  heart's 
apex  in  normal  position,  first  sound  rather  prolonged  and 
rough  at  the  apex,  second  muffled. 

10  P.M. — Pulse  120;  temperature  99*6°.  Profuse  sour 
sweating;  urine  sp.  gr.  1022,  acid,  normal;  restless. 

Take  a  full  dose  of  chloral  and  morphia  at  once. 

6.-9  A.M.  Pulse  120;  temperature  100-8°.  Slept  well 
after  the  sedative  draught;  pains  and  sweating  continue; 
heart  sounds  clean  ;  faint  thrill  at  apex  of  heart. 

10  P.M. — Pulse  124  ;  temperature  101*4°. 

6. — 10  A.M.  Pulse  120;  temperature  101-4°.  Slept  badlj, 
although  he  had  an  opiate ;  pains  and  sweating  continue. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

10  P.M.— Pulse  126  ;  temperature  101-8°. 

7. — 10  a.m.  Pulse  120;  temperature  101-2°.  Pains  rather 
easier;  sweating  continues;  trunk  covered  with  sudamina  and 
red  miliary  rash. 

9  P.M. — Pulse  120  ;  temperature  103-4°.  Tongue  dry  and 
brown  in  centre ;  breathing  shallow;  complains  of  giddi- 
ness and  headache;  manner  strange;  has  vomited  several 
times. 

Eepeat  sedative  draught ;  take  salicylate  only  every  six 
hours. 

8. — 10  A.M.  Pulse  112;  temperature  101-6°.  No  pain, 
giddiness,  or  headache  ;  skin  moist ;  restless ;  tremors  ;  dry 
rales  over  front  of  lungs ;  heart's  sounds  clean ;  pulse  of 
good  volume  and  force. 

9  p.m. — Pulse  116;  temperature  102*6°.  The  temperature 
has  varied  much  from  time  to  time  during  the  day,  and  has 
several  times  been  as  high  as  103-2°. 

9. — 10  A.M.  Pulse  108  ;  temperature  102-8°.  More  pain 
in  joints ;  slept  badly  ;  profuse  sour  sweating  continues. 
In  the  course  of  the  day  the  temperature  rose  to  104-0°, 
and  ranged  from  104-0°  to  104-8°  during  the  following  night. 
The  patient  slept  only  by  snatches,  and  often  a.woke  noisy 
and  wandering,  throwing  himself  about  and  endeavouring  to 
leave  his  bed.  The  salicylate  was  now  discontinued.  Next 
day,  January  10,  the  temperature  rose  to  105-4°  in  the  axilla, 
and  107-4°  in  the  rectum.  The  case  was  now  treated  with 
cold  baths  and  quinine,  with  a  moderate  quantity  of  brandy. 
Pericarditis  supervened  on  January  11,  bub  the  patient 
made  a  good  recovery,  and  was  discharged  to  a  convalescent 
hospital  on  March  4. 
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Case  III. 

E.  C,  set.  40,  servant,  admitted  December  10,  1879. 
Patient  had  a  very  severe  attack  of  rheumatic  fever  in 
girlhood,  and  has,  from  that  time,  been  subject  to  rheu- 
matic pains  and  to  cough  in  winter.  Present  illness  com- 
menced with  pains  in  the  knees  and  hips  after  sleeping  in  a 
damp  bed. 

8tate  on  Admission. — Pulse  90 ;  temperature  101*0°. 
Pains,  swelling,  and  tenderness  in  both  wrists,  knees,  and 
left  shoulder;  percussion  resonance  impaired  in  the  right 
infra-clavicular  region,  and  also  over  the  upper  part  of  the 
right  back  of  thorax ;  dry  rales  are  heard  all  over  both  lungs, 
and  a  few  faint  crackles  in  the  apex  of  the  right  lung ;  a 
musical  systolic  murmur  at  the  apex  of  heart,  also  audible 
at  the  angle  of  scapula  ;  second  sound  very  faint. 

11. — 9  A.M.  Pulse  96,  temperature  101*0°;  urine  sp.  gr. 
1026,  normal.     Slept  badly ;  general  condition  unchanged. 

9  P.M. — Temperature  100*4°. 

12. — 9  A.M.  Pulse  84  ;  temperature  101*2°.  Face  much 
flushed ;  profuse  sour  sweating ;  pulse  irregular  in  rhythm  ; 
second  cardiac  sound  much  more  distinct  than  yesterday ; 
rhonchus  and  sibilus  over  both  lungs  ;  pains  continue,  though 
they  have  somewhat  changed  their  seat. 

Take  15  grains  of  salicylate  of  soda  every  two  hours,  and 
2  drachms  of  brandy  every  four  hours. 

9  P.M. — Pulse  96;  temperature  101*2°.  Has  severe  pain 
in  both  knees  and  ankles ;  sweating  freely. 

13. — 9  A.M.  Pulse  76 ;  temperature  99*0°.  Is  deaf, 
and  complains  of  a  buzzing  noise  in  the  ears;  slept  very 
badly ;  had  severe  pain  in  the  left  knee  and  ankle  during 
night ;  heart's  action  feeble  and  irregular ;  sweating  freely ; 
has  slight  pain  in  the  left  side ;  pleuritic  friction  at  seat  of 
pain. 

Reduce  the  salicylate  to  a  dose  every  four  hours,  and  in- 
crease the  brandy  to  half  an  ounce  every  three  hours. 

9  P.M. — Pulse  96  ;  temperature  98*4°.  Has  been  much 
e  sier  during  the  day. 

14. — 9  A.M.  Pulse  95  ;  temperature  98*0°.  Slept  fairly  ; 
is  quite  free  from  pain  ;  pulse  very  irregular  and  inter- 
mittent ;  heart's  action  irregular,  but  impulse  forcible ;  sys- 
tolic murmur  less  distinct ;  does  not  sweat  so  much. 

Omit  salicylate.  Continue  brandy,  and  give  ether  and 
ammonia  draught  occasionally. 
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9  P.M. — Temperature  97*2°.  Complains  of  difficulty  in 
breathing ;  no  pain  in  joints. 

15. — 9  A.M.  Is  breathing  with  difficulty  ;  pulse  very  small 
and  rapid  ;  heart's  action  fairly  strong  but  irregular ;  is  quite 
sensible,  and  not  so  deaf. 

Died  rather  suddenly,  soon  after  the  note  was  taken. 

Post-mortem  Examination. — The  pericardium  was  found 
to  be  everywhere  firmly  adherent,  the  heart  hypertrophied 
and  dilated,  its  muscular  substance  somewhat  fatty,  and  both 
the  mitral  and  tricuspid  valves  diseased.  The  lungs  were 
highly  emphysematous,  adherent,  and  congested ;  the  kidneys 
were  congested,  tough,  and  slightly  granular. 

Case  IV. 

S.  A.  B.,  set.  19,  servant,  admitted  June  4,  1877. 
Patient  was  too  ill  to  allow  of  our  obtaining  any  definite 
previous  history,  but  she  had  been  under  medical  care  for 
five  days,  suffering  from  rheumatic  fever  and  pleuro-pneu- 
monia  before  her  admission. 

State  on  Admission. — Pulse  140  ;  temperature  103*4°; 
respirations  52.  There  is  consolidation  of  the  lower  lobe  of 
the  right  lung ;  cantering  rhythm  of  heart ;  a  systolic  mur- 
mur at  the  apex,  also  audible  at  the  angle  of  the  left  scapula ; 
constant  orthopncea  ;  very  profuse  sour  sweating,  and  pains 
in  most  of  the  large  joints ;  urine  sp.  gr.  1030,  normal. 

Take  15  grains  of  salicylate  of  soda  every  hour  for  six 
hours,  and  then  every  two  hours  ;  take  half  an  ounce  of 
brandy  every  three  hours. 

Within  twenty-four  hours  from  commencing  to  take  the 
salicylate  the  temperature  fell  to  98'5°,  the  pulse  to  124, 
and  the  respirations  to  24.  This  improvement  was,  how- 
ever, only  of  short  duration,  for  during  the  next  twenty-four 
hours  the  temperature  rose  again  to  103*0°,  and  was  never 
subsequently  found  below  100'5°.  On  the  second  day  of  the 
treatment  with  salicylate  of  soda  the  patient  complained  of 
severe  headache,  became  very  deaf,  and  wandered,  seeing,  as 
she  supposed,  strange  objects,  and  hearing  noises.  The  tem- 
perature continuing  high,  and  there  being  no  improvement  in 
the  condition  of  the  patient,  the  salicylate  was  discontinued 
on  the  third  day.  The  patient  died  on  June  13,  the  eleventh 
day  after  admission. 

Post-mortem  Examination. — Lungs  adherent  throughout 
to  walls  of  chest ;  lower  lobes  consolidated  and  granular  on 
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section ;  pericardium  firmly  adherent ;  muscular  tissue  of 
heart  flabby  and  pale  coloured  ;  auricular  borders  of  mitral 
valve  studded  with  small  bead-like  prominences  ;  ventricular 
surface  of  aortic  valves  studded  with  similar  bodies. 


Case  V. 

W.  B.,  eet.  40,  porter,  admitted  September  24,  1877. 
Father  and  one  brother  rheumatic ;  has  not  previously  had 
rheumatism,  but  had  chorea  in  boyhood ;  present  illnesa 
began  on  September  15,  with  pain,  swelling,  and  tenderness 
of  both  ankles,  but  he  was  not  disabled  from  work  until  three 
days  ago,  when  several  other  joints  became  affected. 

State  on  Admission. — Pulse  96 ;  temperature  100'8° ; 
urine  sp.  gr.  1025,  acid,  normal ;  skin  hot ;  high-pitched 
musical  murmur  with  the  systole  at  apex  of  heart,  coarse  to 
and  fro  sounds  at  base. 

10  P.M. — Pulse  84  ;  temperature  102*8°;  sweating  freely. 

Take  chloral  and  morphia  at  bedtime. 

25.— 10  A.M.  Pulse  84 ;  temperature  102-0°.  Slept  well 
after  the  draught.  Pain  and  swelling  of  both  ankles  and 
right  knee  ;  loud  friction  over  heart,  systolic  murmur  audible 
both  at  apex  and  also  at  angle  of  scapula ;  breath  sounds 
rough  in  bases  of  lungs ;  faint  crackle  at  extreme  base  of 
right  lung. 

10  P.M. — Pulse  96  ;  temperature  103"2°.  Has  pain  in 
both  knees. 

26.— 10  A.M.  Pulse  96 ;  temperature  101-6°.  Slept  well ; 
pain  in  both  knees  and  ankles  ;  condition  of  heart  unchanged ; 
resonance  much  impaired  over  the  posterior  bases  of  both 
lungs  ;  harsh  breathing  in  base  of  right  lung ;  crepitation  in 
extreme  bases  of  lungs. 

Take  salicylate  of  soda  15  grains  every  two  hours ;  apply 
two  leeches  to  prsecordia. 

10  p.m. — Pulse  92  ;  temperature  102-2°.  Free  sweating; 
muttering  in  his  sleep. 

27. — 10  A.M.  Pulse  88  ;  temperature  100-2°.  Is  deaf  and 
rather  heavy ;  slept  well ;  loud  rough  friction  over  whole  of 
prsecordia,  disguising  the  heart  sounds  ;  deficient  resonance 
over  lower  part  of  back  of  chest  on  both  sides  ;  breath  sounds 
harsh  in  bases  of  lungs ;  large  crepitation  in  base  of  left ; 
smaller  and  scantier  in  base  of  right  lung  ;  increased  vocal 
resonance  ;  slight  pain  at  prrecordia ;  sweating  freely. 

Continue  salicylate  and  take  half  an  ounce  of  brandy 
every  three  hours. 
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10.  P.M. — Pulse  88;  temperature  101*6°.  Is  free  from 
pain  ;  feels  comfortable ;  cough  troublesome. 

28.— 10  A.M.  Pulse  72  ;  temperature  99-0°.  Slept  well 
with  aid  of  a  sedative  draught.  Left  side  of  chest  appears 
larger  than  right ;  area  of  cardiac  dulness  extends  from  the 
third  rib  downwards,  and  from  the  middle  of  sternum  to 
outside  the  nipple.  Urine,  sp.  gr.  1025,  alkaline,  free  from 
albumen. 

10  P.M. — Temperature  99-4°. 

29. — 10  A.M.  Pulse  88 ;  temperature  99'4°.  Free  from 
pain  ;  no  change  in  heart  or  lungs.  Cardiac  dulness  extends 
4  inches  downwards  from  third  rib,  and  5  inches  trans- 
versely from  near  mid-sternum  to  outside  of  nipple.  Take 
salicylate  of  soda  only  every  four  hours. 

10  P.M. — Pulse  92  ;  temperature  100*2°.  Perspiring  ; 
slight  epistaxis. 

30. — 10  A.M.  Pulse  84  ;  temperature  99*2°.  Upper  mar- 
gin of  cardiac  dulness  is  in  first  interspace ;  more  bulging 
of  pr86Cordia ;  friction  still  exceedingly  loud,  though  less  so 
than  it  was ;  dulness  of  right  back  greatly  decreased.  Cre- 
pitation in  base  of  left  lung. 

10  P.M.— Pulse  96 ;  temperature  100*2°. 

Oct.  1. — 10  A.M.  Pulse  88  ;  temperature  98*6°.  No  pain; 
upper  margin  of  cardiac  dulness  corresponds  with  upper 
border  of  third  rib ;  still  obvious  bulging  of  cardiac  area ; 
loud  pericardial  friction.  Resonance  over  lungs  very  much 
improved ;  dry  rales  in  lungs. 

10  P.M.— Temperature  99*2°. 

2.  —10  A.M.  Pulse  84;  temperature  99*8°.  Free  from 
pain.  Scanty  dry  rales  over  both  lungs  and  a  little  crackling 
in  base  of  left  lung.  Pericardial  friction ;  systolic  murmur 
at  apex,  as  on  admission. 

10  P.M. — Pulse  76  ;  temperature  100*5°.     Sweating. 

The  temperature  now  varied  little  for  some  days,  being 
daily  rather  above  99°  in  the  morning,  and  from  100°  to 
101°  in  the  evening.  The  pulse  ranged  from  80  to  90. 
Sweating  continued,  and  the  condition  of  the  heart  and 
lungs  improved  slowly,  but  steadily.  The  salicylate  was 
omitted  on  October  6.  Next  day  the  temperature  rose  to 
101°  in  the  morning,  and  103°  in  the  evening.  No  other 
change  took  place,  but  copious  sweating  continued. 

11. — 10  A.M.  Pulse  96  ;  temperature  103°.  Pain  and 
tenderness  of  prsecordia ;  loud  pericardial  friction  ;  bowels 
loose.  Take  15  grains  of  salicylate  of  soda  every  three 
hours. 
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10  P.M.— Pulse  88  ;  temperature  102-6°. 

12.— 10  A.M.  Pulse  100;  temperature  101-8°.  Loud 
pericardial  friction  ;  no  pain  in  joints  ;  copious  sweating. 

10  p.m.— Pulse  92;  temperature  100-2°. 

The  temperature  now  again  ranged  from  99°  to  100*5° 
until  October  18,  when  it  became  normal,  and  remained  so 
until  November  18.  The  salicylate  of  soda  was  reduced  to 
a  dose  every  six  hours  on  October  15,  and  entirely  discon- 
tinued on  the  18th.  On  November  18,  after  having  been 
in  the  garden  the  previous  day,  the  temperature  rose  to 
101-4°,  and  the  pulse  to  112  ;  pains  in,  first,  the  right  ankle, 
and  subsequently  both  ankles,  wrists,  hands,  and  elbows, 
now  set  in,  and  continued  for  some  days.  This  attack 
passed  off  without  any  special  treatment,  and  the  patient 
was  discharged,  but  with  mitral  disease,  on  December  7. 

Case  VI. 

F.  H.  B.,  set.  13,  errand  boy,  was  admitted  April  9, 
1878.  Was  in  the  hospital  for  rheumatic  fever  in  May 
1877.  Has  been  quite  well  since  his  discharge  until  a  few 
days  since,  when,  whilst  heated  with  active  exercise,  he  lay 
upon  the  grass  and  took  cold.  Nexfc  day  he  experienced 
pains  in  the  knees  and  ankles,  but  continued  at  work  until 
yesterday,  when  the  pains  became  aggravated,  and  he  began 
to  suffer  from  cough. 

State  on  admission. — Pulse  126;  temperature  101-4°. 
Knees  and  ankles  hot,  tender,  and  swollen ;  has  slight  sore 
throat  and  a  husky  cough.  Rhonchus  over  front  of  both 
lungs ;  coarse  crepitation  behind,  especially  in  the  supra- 
spinous fossae ;  percussion  resonance  rather  impaired  below 
both  clavicles.  Heart's  apex  in  the  normal  situation ; 
systolic  apex  murmur,  audible  also  over  the  prsecordia ; 
urine,  sp.  gr,  1030,  acid. 

9  P.M.— Pulse  126;  temperature  102°.     Sweating  freely. 

April  28.-9  a.m.  Pulse  108  ;  temperature  102-6°.  Slept 
badly ;  no  pain  in  ankles,  and  less  in  knees,  this  morning ; 
severe  pains  in  left  elbow-joint,  in  both  wrists,  and  in  fingers 
of  right  hand ;  pericardial  friction  near  apex  of  heart. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  p.m. — Pulse  102;  temperature  101-6°.  Complains  of 
severe  pain  at  the  epigastrium,  and  of  shortness  of  breath ; 
loud  friction  over  prsecordia ;  profuse  sour  sweating. 

29.-9  A.M.  Pulse  108 ;  temperature  99-2°.  Pulse  feeble ; 
complains  much  of  pain  in  the  prsecordia  ;  still  sweating. 
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9  P.M.— Pulse  108  ;  temperature  99 '8°. 

30.— 10  a.m.  Pulse  108;  temperature  100*6°.  Feels  gener- 
ally better,  but  cough  is  troublesome,  and  has  occasional 
shooting  pain  in  the  left  mammary  region.  Sputum  frothy 
and  transparent. 

10  p.m.— Pulse  126;  temperature  100*8°. 

Mayl. — 10  a.m.  Pulse  118  ;  temperature  100*4°.  Passed 
a  restless  night ;  pericardial  friction  continues.  Cough 
troublesome. 

9  P.M.  —Temperature  99°. 

2. — 10  a.m.  Pulse  100;  temperature  98*8°.  Is  much 
better.     Take  salicylate  only  every  six  hours. 

9  p.m. — Temperature  99°. 

For  several  days  the  temperature  ranged  from  99°  to 
100*4°  in  the  morning,  and  from  100*8°  to  103*4°  in  the 
evening.  The  pulse  ranged  during  the  same  time  from 
90  to  107.  On  May  8  the  salicylate  was  ordered  to  be  given 
every  three  hours,  but  this  produced  no  effect  on  the  tem- 
perature or  pulse.  Loud  pericardial  friction  continued,  the 
cough  became  more  troublesome  ;  dulness  on  percussion,  and 
abundant  crepitation,  were  now  found  over  the  base  of  the 
left  lung ;  rhonchus  and  sibilus  generally  over  both  lungs. 
On  May  11  the  breathing  was  much  distressed;  and,  the 
temperature  continuing  high,  the  salicylate  was  discon- 
tinued, and  small  doses  of  antimony  and  ether  prescribed. 
The  symptoms  were  now  for  several  days  those  only  of 
broncho-pneumonia  and  pericarditis,  but  somewhat  later 
there  was  a  recurrence  of  rheumatic  pains  and  swelling  in 
many  joints.  Salicylate  was  not  again  administered,  and 
the  patient  was  discharged  well,  save  a  mitral  regurgitant 
murmur,  on  June  27. 

Case  VII. 

M.  D.,  set.  18,  laundry-maid,  was  admitted  May  7,  1878. 
Patient  had  rheumatic  fever  three  years  ago,  otherwise  her 
health  has  been  good.  Father  died  of  phthisis.  Present 
illness  was  caused  by  exposure  to  cold  a  few  days  since. 
Has  had  pain  and  swelling  of  the  principal  joints  of  her 
lower  limbs,  and  has  also  been  coughing  and  spitting  blood- 
stained sputum. 

State  on  admission. — Pulse  114;  temperature,  103*1". 
Complains  of  severe  pain  in  her  wrist,  knee,  elbow,  and 
ankle  joints,  all  of  which  are  more  or  less  swollen,  red,  hot, 
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and  tender;  she  also  complains  of  a  sharp  cutting  pain  in 
the  left  lower  axillary  region,  increased  by  deep  breathing ; 
there  is  tenderness  over  the  prsecordia  and  pericardial 
friction  near  the  apex  of  the  heart.  Movement  causes  so 
much  distress  that  a  full  examination  of  the  lungs  cannot 
be  made. 

9  P.M. — Pulse  108;  temperature  103-6°.  Profuse  sour 
sweating. 

May  8.-8  a.m.  Pulse  108 ;  temperature  102°.  Did  not 
sleep,  although  she  had  a  sedative.  Urine,  sp.  gr.  1018,  acid, 
a  slight  trace  of  albumen ;  complains  much  of  pain  in  the 
right  shoulder. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  102;  temperature  101  "4°.  Pleuritic  friction 
below  the  anterior  border  of  the  left  scapula  in  seat  of  pain. 

9. — 9  A.M.  Pulse  96  ;  temperature  100-6°.  Profuse  sweat- 
ing and  pericardial  friction  continue. 

9  P.M. — Pulse  102 ;  temperature  101°.  Is  free  from 
pain  in  wrists  and  elbows.     Is  very  restless. 

10,~9  A.M.  Pulse  102;  temperature  99-8°.  Has  had 
slight  epistaxis ;  was  wandering  during  the  night,  but  had 
some  quiet  sleep.  Complains  much  of  pain  on  the  left  side 
of  chest. 

Port  wine  1  ounce  every  six  hours. 

9  P.M. — Pulse  90 ;  temperature  100°.  Has  had  return  of 
epistaxis.  Breath  sounds  almost  normal ;  pericardial  friction 
not  so  intense. 

11. — 10  a.m.  Pulse  90;  temperature  99-8.  Free  from 
pain  ;  deaf;  has  been  restless  and  delirious  during  night. 

10  p.m. — Pulse  100;  temperature  102-2°.  Continues 
restless  and  wandering. 

12. — 10  a.m. — Pulse  108 ;  temperature  100-6°;  respirati(ms 
48.  Complains  of  pain  in  the  preecordia ;  pericardial  friction 
continues  ;  impaired  percussion  resonance  over  lower  half  of 
left  back  of  thorax  ;  crepitation  over  dull  area. 

Take  half  an  ounce  of  brandy  every  three  hours. 

9  p.m. — Pulse  1 26  ;  temperature  100*4°  ;  respirations  48. 
Is  wandering,  but  free  from  pain. 

On  May  13  the  patient  had  been  very  delirious  during  the 
night;  the  temperature  rose  to  101°,  and  the  pulse  to  132, 
and  the  salicylate  of  soda  was  omitted.  For  several  days 
there  was  little  change,  the  temperature  having  ranged  from 
101°  to  103-4°.  On  May  17  the  temperature  rose  to  103-8°, 
and  large  doses  of  quinine  were  prescribed  and  continued 
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for  some  time.  The  temperature  subsequently  rose  to  104*7°, 
and  on  two  occasions  to  105° ;  but,  as  salicylate  of  soda  was 
not  again  prescribed,  it  is  needless  to  follow  any  further  the 
course  of  the  case.  The  patient  was  discharged,  fairly  well, 
on  July  12. 

Case  VIII. 

H.  P.,  set.  22,  porter,  was  admitted  October  26,  1878. 
Had  rheumatic  fever  seven  years  ago  ;  has  suffered  from  occa- 
sional cough,  and  has  sometimes  observed  that  his  sputum  has 
been  streaked  with  blood.  Is  of  temperate  habits.  Present 
illness  commenced  on  the  24th  inst.  with  shivering,  followed 
by  pains  in  the  hips  and  knees.  Attributes  his  illness  to 
exposure  to  cold  and  wet. 

State  on  admission. — Pulse  102  ;  temperature  99*8°.  Has 
pain  in  the  right  shoulder  and  in  both  knees,  which  are  ten- 
der but  not  swollen.  A  slight  systolic  murmur  at  the  apex 
of  heart ;  sibilus  over  both  lungs,  before  and  behind. 

9  P.M.— Pulse  100;  temperature  101-2°. 

October  27. — 9  a.m.  Pulse  104;  temperature  100-6. 
Knees  very  painful ;  heart's  impulse  seen  and  felt  over  a 
wide  area. 

9  P.M.— Pulse  100  ;  temperature  101-0°. 

28. — 8  A.M.  Pulse  96  ;  temperature  99-4°.  Pulse  feeble  ; 
slight  friction  at  base  of  heart,  increased  by  pressure. 

1  P.M. — Temperature  102°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  96  ;  temperature  100*8°.  Right  knee  less 
painful ;  other  joints  unchanged. 

29.— 10  A.M.  Pulse  84;  temperature  98-6°.  Patient 
feels  much  better;  the  chief  pain  is  now  in  the  right  shoulder 
and  left  knee.  First  sound  of  heart  very  weak  ;  slight  giddi- 
ness ;  dry  rales  in  both  lungs. 

Take  half  an  ounce  of  brandy  every  four  hours. 

9  P.M. — Temperature  100°. 

The  temperature  now  became  quite  normal,  and  some- 
times subnormal,  and  the  pulse,  for  some  days,  ranged  from 
48  to  idQ.  The  pains  and  cough  had  entirely  ceased  by  No- 
vember 2,  and  no  adventitious  sounds  were  audible  in  the 
lungs,  but  there  was  still  copious  sweating,  and  the  systolic 
murmur  was  still  heard  at  the  apex  of  the  heart ;  the  second 
cardiac  sound  was  reduplicate  at  the  base.  The  salicylate 
was  reduced  to  a  dose  every  six  hours  on  October  31,  to 
three  times  a  day  on  November  5,  and  entirely  discontinued 
VOL.  XIII.  T 
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on  November  7.  On  November  12  there  was  pain  in  the 
left  sterno-clavicular  articulation,  and  next  day  the  pulse 
rose  to  90,  and  the  temperature  to  99*6°.  The  left  knee  v<ras 
now  swollen  and  painful,  there  was  return  of  cough,  and  the 
breathing  was  rough  in  the  bases  of  the  lungs. 

November  14. — 9  a.m.  Pulse  124;  temperature  99*2°. 
Has  pain  in  left  knee,  right  shoulder,  and  wrist,  with  return 
of  bronchitis ;  is  again  sweating  much ;  heart's  rhythm  can- 
tering. 

9  P.M. — Pulse  108  ;  temperature  99*8°. 

15. — 9  A.M.     Pulse  112  ;  temperature  100-4°. 

9  P.M. — Pulse  lit)  ;  temperature  100-8°. 

16. — 9  A.M.  Pulse  104  ;  temperature  100-6.  Pains  con- 
tinue in  shoulders  and  wrists ;  heart's  rhythm  cantering  ; 
systolic  apex  murmur  ;  cough  less  troublesome. 

Take  salicylate  of  soda  15  grains  every  six  hours. 

9  P.M. — Pulse  116;  temperature  100-5°.  Cannot  sleep 
on  account  of  pain. 

Take  chloral  and  morphia  at  bedtime. 

17.— 9  A.M.     Pulse  112;  temperature  100-6°. 

9  P.M. — Pulse  100  ;  temperature  100°. 

18. — 9  A.M.  Pulse  96;  temperature  99-2°.  Still  has  pains 
and  swelling  in  the  arms  and  bands ;  is  perspiring  freely ; 
slept  well  without  a  sedative.     Urine,  sp.  gr.  1034,  acid. 

9  P.M. — Pulse  100  ;  temperature  98-6°. 

From  November  1 8  to  December  3  the  temperature  rarely 
exceeded  98-6°,  and  the  pulse  ranged  from  72  to  80.  There 
were  no  pains,  and  the  urine  was  normal.  On  November  22 
the  salicylate  was  reduced  to  three  doses  daily,  and  entirely 
omitted  on  November  30.  Three  days  later  there  was  a 
return  of  pain  in  the  hands;  the  pulse  increased  in  fre- 
quency, and  the  temperature  again  rose  to  over  100°.  There 
was  likewise  a  return  of  pericarditis  and  cough.  For  this 
relapse  quinine  and  iodide  of  potassium  were  prescribed,  and 
the  patient  was  finally  discharged  on  December  31. 

Case  IX. 

A.  M.,  set.  16,  was  admitted  December  27,  1878. 
Mother  died  of  heart  disease,  the  consequence  of  rheumatic 
fever ;  patient  has  herself  been  healthy.  Present  illness 
commenced  three  weeks  ago,  with  pains  in  several  joints,  but 
became  worse  two  days  since,  when  she  also  suifered  from 
sore  throat,  and  was  obliged  to  take  to  bed. 
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State  on  admission. — Pulse  126;  temperature  103*4*. 
Countenance  anxious ;  complains  of  pain  in  almost  all  her 
joints;  the  prsecordial  dulness  is  increased  outwards  and 
upwards,  and  a  thrill  is  felt  over  the  whole  cardiac  region ; 
heart  sounds  clean  ;  no  pericardial  friction  audible. 

9  P.M. — Pulse  104  ;  temperature  103*2°.  Has  wandered 
and  been  very  restless. 

Dec.  28.— 9  A.M.  Pulse  128  ;  temperature  103-3°.  Has 
had  a  very  restless,  delirious  night ;  complains  of  severe  pain 
in  both  shoulders ;  is  constantly  moaning  and  crying  out  from 
pain ;  heart  sounds  normal ;  pulse  regular  and  of  good  force. 

Take  ]  5  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M.— Pulse  120;  temperature  103-2°. 

29.— 9  a.m.  Pulse  104;  temperature  100-2°.  Slept  better; 
much  less  pain.  Slight  deafness ;  tongue  dry,  and  brown  in 
centre.  Area  of  cardiac  dulness  has  decreased ;  apex  beats 
half  an  inch  below  and  within  nipple ;  faint  thrill  continues. 

9  P.M. — Temperature  101-2°.     Has  been  sick. 

30. — 9  a.m.  Pulse  104;  temperature  99-6°.  Has  slept 
badly,  and  is  very  fretful.  Free  from  pain  in  joints.  No 
increase  of  deafness.  Slight  tenderness  over  praecordia ; 
first  cardiac  sound  murmurish  at  apex  ;  lung  sounds  normal ; 
is  rather  prostrate.     Pulse  compressible. 

Take  the  salicylate  only  every  four  hours ;  to  have  one 
tablespoonful  of  wine  every  three  hours. 

7.30  P-M. — Pulse  104;  temperature  101-6°. 

31.— 9  A.M.  Pulse  104;  temperature  102-8°.  Slept  well 
after  a  sedative ;  deafness  not  increased.  Has  some  diphther- 
itic-looking patches  on  the  fauces,  the  first  of  which  appeared 
yesterday.  Musical  systolic  murmur  audible  over  prsecordia. 
Urine  sp.  gr.  1025,  acid,  albumen  a  trace,  no  blood.  Percus- 
sion resonance  impaired  over  the  upper  half  of  back  of 
thorax  on  both  sides  ;  breathing  harsh,  expiration  prolonged, 
except  over  apex  of  left  lung,  where  the  dulness  is  more 
marked,  and  the  breath  sounds  feeble. 

9  P.M. — Pulse  120;  temperature  102-1°.  Soon  after  six 
o'clock  she  became  noisy,  violent,  and  restless,  throwing 
herself  about  and  manifesting  hallucinations,  saying  that  she 
saw  persons  and  things.  A  papular  rash  has  come  out  upon 
the  face. 

Omit  salicylate  of  soda.  Take  a  chloral  and  morphia 
draught. 

Jan.  1,  1879.— 9  a.m.  Pulse  88  ;  temperature  99-6°  Diph- 
theritic patch  on  fauces  has  spread  somewhat ;  has  pain  in 
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shoulders,  and  indefinite  wandering  pains  in  limbs ;  rash,  on 
face  less  marked ;  systolic  murmur  continues,  and  there  is 
well-pronounced  friction  over  prsecordia.  Continues  deaf; 
pupils  dilated.     Slight  delirium.     Restless. 

9  P.M.— Pulse  72 ;  temperature  100-2°. 

2. — 9  A.M.  Pulse  60 ;  temperature  99'8°.  Slept  well ; 
fauces  improving ;  faint  crackling  in  base  of  left  lung ;  is 
quieter  and  free  from  jactitation  and  twitchings  of  face  and 
limbs ;  systolic  murmur  continues  ;  friction  has  ceased  to  be 
audible ;  complains  of  pains  in  limbs. 

9  P.M. — Pulse  76 ;  temperature  101-4°. 

3. — 9  A.M.  Pulse  84;  temperature  101*8°.  Dulness  on 
percussion  still  continues ;  breath  sounds  weak ;  rhonchus 
and  occasional  crackling  over  whole  of  left  lung ;  slight 
pains  in  most  joints,  several  of  which  are  hot ;  heart  sounds 
unaltered* 

During  this  day  the  temperature  gradually  rose  to  103*8° 
at  6  P.M. 

9  P.M.— Pulse  108  ;  temperature  103-6°. 

4.— 10.30  A.M.  Pulse  100;  temperature  104*0°.  Joints  of 
lower  limbs  have  become  very  painful,  and  the  knees  swollen ; 
sudamina  have  appeared  on  the  chest;  slept  well  after  a  full 
sedative. 

Take  30  grains  of  salicylate  of  soda  every  two  hours  for 
three  doses. 

The  temperature  gradually  fell  during  the  day. 

9  P.M.— Pulse  88 ;  temperature  100*2°. 

5.— 10.30  A.M.  Pulse  88  ;  temperature  100*4°.  Dulness 
over  bases  of  lungs  decreased ;  large  crepitation  over  back  of 
chest ;  heart  murmurs  less  intense ;  area  of  cardiac  dulness 
still  too  large  ;  pains  in  joints  less. 

Take  salicylate  of  soda,  30  grains  every  two  hours  for 
three  doses. 

9  P.M. — Pulse  112;  temperature  100*2°. 

6. — 9  A.M.     Pulse  84;  temperature  99*8°.     Improving. 

Eepeat  salicylate  of  soda,  30  grains  every  two  hours  for 
three  doses. 

9  P.M. — Pulse  76 ;  temperature  99*2°.  No  pain  in  joints ; 
•was  sick  after  last  dose  of  salicylate. 

7  to  11. — During  these  days  the  temperature  ranged  from 
97*8°  to  99*3°,  and  the  pulse  from  68  to  80.  There  were  no 
pains,  and  the  salicylate  was  given  in  doses  of  30  grains 
three  times  on  the  7th,  and  once  on  the  8th,  9th,  10th,  and 
11th.  She  was  sick  on  the  8th,  after  the  salicylate  had  been 
reduced  to  once  daily. 
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On  tlie  1 1th  there  was  pleurisy  on  the  left  side,  and  pains 
were  complained  of  in  the  limbs. 

9  P.M. — Pulse  76;  temperature  106*6°. 

Repeat  salicylate  of  soda,  30  grains  at  intervals  of  two 
hours  for  three  doses. 

From  January  12  to  17  there  was  no  great  change ;  the 
pains  left  after  the  salicylate  was  resumed ;  the  temperature 
ranged  from  98*4°  in  the  early  morning,  to  100*5°  at  night ; 
the  pulse  from  76  to  88.  The  physical  signs  were  pleuritic 
friction  and  dulness  on  percussion  over  the  left  side  of  chest, 
and  faint  systolic  murmur  with  reduplication  of  the  second 
sound  of  heart. 

The  salicylate  of  soda  was  continued  in  30-grain  doses 
three  times  daily,  at  intervals  of  two  hours  between  the  doses. 

17. — Patient  again  complains  of  pains  in  the  limbs, 
although  the  salicylate  has  been  continued. 

9  A.M. — Pulse  84;  temperature  99*6°;  urine  sp.  gr.  1015, 
not  albuminous. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Temperature  99*2°. 

From  January  18  to  23  the  temperature  ranged  from 
99*8°  to  100*8°,  the  higher  point  being  always  in  the  evening; 
the  pulse  from  88  to  96.  On  January  21  the  urine  presented 
a  trace  of  albumen,  and  a  prefix  to  the  systole  was  heard  at 
the  apex  of  the  heart.  The  patient  being  now  sick  after  the 
medicine  it  was  discontinued,  and  three  ounces  of  brandy  daily 
were  ordered.  On  Januarj'  23  pericardial  friction  and  cantering 
rhythm  were  observed,  and  there  was  pain  and  tenderness  in 
the  preecordia.    At  9  p.m.  the  temperature  had  risen  to  103*2°. 

Take  salicylate  of  soda,  15  grains  every  three  hours,  and 
a  sedative  of  chloral  and  morphia  at  bedtime. 

24.-9  a.m.  Pulse  112  ;  temperature  102*2°.  Slept  well ; 
complains  of  pain  below  left  mamma ;  urine  sp.  gr.  1020, 
albumen  a  trace. 

Increase  salicylate  to  a  dose  every  two  hours. 

7  P.M. — Temperature  103*8°. 

9  P.M.— Pulse  104  ;  temperature  102*2°. 

25. — 9  A.M.  Pulse  112;  temperature  100*6°;  no  pains, 
but  joints  feel  stiff;  was  sick  after  the  medicine  this  morning. 

Continue  salicylate,  and  increase  brandy  to  four  ounces 
daily. 

9  P.M.— Pulse  112;  temperature  101*0°. 

26.-9  A.M.  Pulse  100 ;  temperature  99*0°.  Free  from 
pain ;  is  more  comfortable  ;  systolic  murmur  at  apex  of  heart. 
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9  P.M.— Temperature  100-8°. 

27.-9  A.M.  Pulse  96 ;  temperature  98-2°.  Continues  free 
from  pain. 

9  P.M. — Temperature  99-4°. 

28.  — 9  A.M.  Pulse  96;  temperature  99-2°.  Slight  deaf- 
ness ;  has  been  sick  after  medicine. 

Take  salicylate  only  every  four  hours. 

29. — 9  A.M.  Pulse  96  ;  temperature  98-6°.  Urine  sp.  gr. 
1030,  acid,  a  good  trace  of  albumen,  no  blood. 

Prom  January  29  to  February  12  the  patient  remained 
free  from  pain  ;  the  heart  sounds  underwent  no  material 
change ;  the  temperature  ranged  from  98*0°  to  99*0° ;  the 
pulse  from  64  to  80,  The  salicylate  was  continued  in  doses 
of  15  grains  every  four  hours  until  February  12,  on  which 
day  the  patient  complained  of  palpitation  and  pain  in  the 
prsecordia,  extending  down  to  the  left  elbow.  The  medi- 
cine was  now  omitted,  and  two  ounces  extra  of  brandy 
ordered. 

February  13. — 9  a.m.  Pulse  92 ;  temperature  99*4°. 
Palpitation  and  pain  down  left  arm  continue ;  is  very  fretful. 

9  P.M. — Pulse  124;   temperature  100-6°. 

14. — 9  a.m.  Pulse  124;  temperature  99-4°.  Complains 
of  shortness  of  breath,  of  pain  in  the  left  elbow,  and  of  pain 
in  the  abdomen. 

9  p.m. — Pulse  148;  temperature  102-6°. 

Take  a  sedative  of  chloral  and  morphia  at  bedtime. 

15. — 9  a.m.  Pulse  156;  temperature  100-6°.  Aspect 
anxious ;  is  unable  to  lie  upon  left  side ;  cardiac  rhythm 
cantering ;  systolic  murmur  at  apex  more  pronounced ; 
slight  pleuritic  friction  over  a  small  area  of  left  lung. 

Take  salicylate  of  soda  15  grains  every  two  hours.  Repeat 
sedative  draught  at  bedtime. 

9  P.M. — Pulse  144  ;  temperature  101*4°. 

16.— 9  A.M.     Pulse  132;  temperature  100-2°. 

6.30  P.M. — Temperature  103*0°. 

9  P.M.— Pulse  130;  temperature  102-2°. 

17.-9  A.M.  Pulse  116;  temperature  99-6°.  Slept  five 
hours  after  sedative  draught. 

9  P.M. — Pulse  128;  temperature  101-4°. 

18. — 9  A.M.  Pulse  96  ;  temperature  98-6°.  Slept  without 
sedative ;  is  free  from  pain  or  perspiration  ;  faint  systolic 
murmur  at  apex  of  heart ;  slight  pericardial,  and  also  slight 
pleuritic,  friction  still  audible. 

9  P.M.— Temperature  99-2°. 
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From  February  18  to  24  the  patient  continued  better, 
slept  well,  and  was  free  from  pain ;  the  temperature  never 
exceeded  99*0°,  and  was  usually  quite  normal ;  the  pulse 
ranged  from  84  to  90 ;  the  salicylate  of  soda  was  continued 
in  doses  of  15  grains  every  four  hours. 

24. — Loud  pericardial  friction  was  again  heard  to-day ; 
and  in  the  evening  the  temperature  rose  to  101*0°.  These 
symptoms  continued  during  the  two  following  days  ;  sweat- 
ing returned,  and  at  9  p.m.  of  the  26th  the  pulse  counted  126, 
and  the  temperature  was  104'0°. 

27.-9  A.M.     Pulse  136;  temperature  101-0°. 

Reduce  salicylate  to  a  dose  every  six  hours. 

9  P.M. — Temperature  101-8°. 

28.-9  A.M.     Pulse  104 ;  temperature  99-4°. 

9  P.M.— Pulse  130;  temperature  101-4°. 

The  patient  now  again  began  to  improve,  and  slowly 
became  free  from  pain  and  fever  ;  the  systolic  murmur  con- 
tinued distinctly  audible,  both  at  the  apex  of  the  heart  and 
at  the  back  of  the  scapula.  Citrate  of  iron  was  substituted  for 
the  salicylate,  and  she  was  discharged  apparently  convalescent 
on  April  8. 

A  few  days  after  her  discharge  she  was  again  admitted 
with  pains  in  the  knees,  ankles,  and  elbows. 

April  14.— 3  P.M.     Pulse  128;  temperature  101-8°. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

9  P.M. — Pulse  140  ;  temperature  100*6°.  Has  been  in  so 
much  pain  and  so  noisy  that  a  dose  of  chloral  and  bromide 
of  potassium  has  been  administered. 

15. — 9  a.m.  Pulse  144  ;  temperature  99-6°.  Is  in  less  pain ; 
urine  sp.  gr.  1030,  acid,  albumen  one-fourth,  blood,  lithates. 

Port  wine,  4  ounces  daily. 

9  P.M. — Pulse  132;  temperature  99-4°. 

16. — 9  a.m.  Pulse  112;  temperature  98-4°.  Has  been 
sick  after  medicine ;  slight  pain  in  knees,  which  are  still 
swollen ;  breathing  weak,  otherwise  normal ;  heart's  maxi- 
mum impulse  in  fourth  interspace,  just  within  and  below 
nipple ;  there  is  a  compound  murmur,  systolic  and  prse- 
systolic,  at  the  apex ;  perspiring. 

Take  salicylate  only  every  six  hours. 

9  P.M. — Temperature  98-8°. 

The  temperature  now  kept  normal,  and  the  pulse  about 
90.  On  April  17,  the  salicylate  having  again  produced  dis- 
tressing sickness,  it  was  omitted.  The  urine  was  now 
sp.  gr.  1027,  and  quite  free  from  albumen  and  blood. 
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29. — 9  a.m.  Pulse  108  ;  temperature  99-2°.  Perspiring; 
h  as  slight  pain  in  the  left  shoulder. 

9  P.M. — Temperature  101-6°. 

30.— 9  A.M.  Pulse  116;  temperature  100-3°.  Sweated 
much  during  night ;  still  complains  of  pain. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

9  P.M. —Temperature  101-1°. 

May  1. — 9  a.m.  Pulse  132  ;  temperature  100-4°.  Pains 
as  yet  unrelieved. 

9  P.M. — Temperature  102-3°. 

2. — 9  A.M.    Pulse  120 ;  temperature  100*2°.    Has  less  pain. 

9  P.M.— Temperature  101-6°. 

3. — Pulse  112;  temperature  normal  all  day.  Has 
vomited  a  coffee- coloured,  grumous  fluid  after  the  last  two 
doses  of  medicine. 

Take  salicylate  of  soda  only  every  eight  hours. 

4.- — Temperature  97-6°;  pulse  96.  Has  again  vomited 
cofPee-coloured  fluid. 

Omit  salicylate. 

The  temperature  kept  normal,  and  the  patient  seemed  to 
be  going  on  well  until  May  17.  She  was  very  anaemic,  and 
was  taking  citrate  of  iron. 

17.— 9  A.M.     Pulse  108;  temperature  101-2°. 

Take  simple  effervescing  medicine  every  four  hours. 

9  P.M. — Temperature  100-4°. 

18.— 9  A.M.     Pulse  130  ;  temperature  99-5°. 

9  P.M. — Pulse  120 ;  temperature  101-4°. 

19. — 9  a.m.  Pulse  130 ;  temperature  98-9°.  Considerable 
pain  in  right  shoulder  and  arm ;  also  in  right  hand  and 
knee ;  urine  sp.  gr.  1026,  acid,  not  albuminous. 

9  P.M. — Pulse  136;  temperature  101-7°. 

20.~9  A.M.  Pulse  132  ;  temperature  99-8°.  Take  15 
grains  of  salicylate  of  soda  every  eight  hours. 

9  P.M. — Pulse  128  ;  temperature  100*8°,  complains  of 
pain  in  the  right  mammary  region,  in  which  situation  some 
pleuritic  friction  is  heard. 

21.— 9  A.M.  Pulse  120;  temperature  100-2°.  There  is 
dulness  on  percussion  on  the  right  side  of  chest  from  the 
nipple  downwards,  and  also  at  the  extreme  right  posterior 
base.  Pain  on  deep  breathing  but  no  friction  ;  voice  sounds 
aegophonic  at  margin  of  dulness. 

9  P.M. — Pulse  112  ;  temperature  101-2°.  Is  more  com- 
fortable. 

22. — Pulse  during  day  about  116;  temperature  100*5°. 
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23.-9  A.M.     Pulse  100  ;  temperature  98-8°. 

9  P.M. — Pulse  IIC;  temperature  100°. 

24. —  9  a.m.  Pulse  108  ;  temperature  98*5°.  Pain  in  side 
much  easier  ;  perspiring  freely. 

From  this  date  the  temperature  remained  normal,  with 
the  exception  of  three  or  four  days  in  the  beginning  of 
June,  when  it  rose  in  the  evening  to  100*2°,  and  the  patient 
perspired  much. 

Discharged  well,  but  with  a  compound  murmur,  on 
June  26. 

Was  readmitted  towards  the  end  of  the  year  with  dilated 
heart  and  dropsy,  of  which  she  died. 

Case  X. 

J.  W.,  set.  5,  was  admitted  on  February  7,  1879.  No 
history  of  rheumatism  in  family ;  previous  health  good. 
Has  been  chilly  and  had  pains  in  the  left  foot  and  knee 
for  several  days. 

State  on  admission. — Pulse  138  ;  temperature  103*4°.  Skin 
hot  and  dry ;  musical  systolic  murmur  at  apex  of  heart ;  no 
prsecordial  tenderness  ;  heart's  apex  in  normal  position. 

9  P.M. — Pulse  116;  temperature  104*4°. 

February  8. — 9  a.m.  Pulse  140 ;  temperature  103°.  Free 
from  pain  ;  expression  heavy ;  systolic  murmur  over  prse- 
cordia ;  urine,  sp.  gr.  1030,  alkaline,  not  albuminous. 

1  P.M. — Temperature  104*2°.  Take  5  grains  of  salicylate 
of  soda  every  two  hours. 

9  P.M.— Pulse  108  ;  temperature  103*2°. 

9. — Pulse  120;  temperature  102°.  Slept  well;  is  free 
from  pain. 

9  P.M. — Pulse  110;  temperature  102*6°. 

10. — 9  A.M.  Pulse  96 ;  temperature  99*4.  Has  coughed 
frequently  ;  was  restless  and  talkative  during  night ;  urine, 
sp.  gr.  1030  ;  albumen,  a  trace. 

9  P.M. — Pulse  92  ;  temperature  101°. 

11. — 9  A.M.  Pulse  72  ;  temperature  100°.  Systolic  mur- 
mur fainter ;  impaired  percussion  resonance  and  occasional 
crackling  over  base  of  right  lung. 

9  P.M. — Pulse  96  ;  temperature  99°. 

12. — 9  A.M.  Pulse  80  ;  temperature  98*4°.  Pulse  irregular 
and  intermittent ;  no  pain  ;  sweating  freely. 

Take  salicylate  every  four  hours  ;  port  wine,  a  dessert- 
spoonful every  three  hours. 
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9  P.M.— Pulse  60  ;  temperature  98-6°. 

13.— 9  A.M.     Pulse  96  ;  temperature  98-2°. 

9  P.M.— Temperature  100-2°. 

14. — 9  A.M.     Pulse  76  ;  temperature  99°. 

9  P.M.— Temperature  100-8°. 

15. — 9  A.M.  Pulse  80  ;  temperature  98*8°.  Heart's  action 
very  irregular ;  systolic  murmur,  loud  and  blowing ;  chest 
covered  with  sudamina. 

1  P.M. — Temperature  100'8°.  Add  3  grains  of  salicylate 
of  soda  to  each  dose  of  medicine ;  brandy,  1  ounce  daily, 
instead  of  wine. 

The  temperature  now  fell,  and  remained  about  normal 
until  February  20,  and  the  pulse  ranged  from  64  to  88 ;  the 
urine  still  continued  for  some  time  albuminous,  and  the 
cardiac  murmur  remained  ;  the  breath  sounds  improved  and 
became  quite  healthy.  On  February  18  vomiting  ensued, 
and,  as  it  continued,  the  salicylate  was  discontinued  on 
February  19.  Next  day,  February  20,  the  evening  tempera- 
ture rose  to  100*2°,  and  during  the  few  following  days 
ranged  from  103°  to  104-2°;  the  pulse  from  96  to  128.  On 
February  23  she  had  sore  throat ;  the  fauces  were  injected, 
and  she  suffered  from  headache  and  intolerance  of  light. 
She  was  very  restless,  crying  and  screaming  out  without 
obvious  cause.  This  state  passed  off,  and  she  was  much 
better,  when,  towards  the  end  of  March,  she  had  an  attack 
of  chorea,  and  subsequently  of  pericarditis,  accompanied  by 
pyrexia,  the  temperature  again  ranging  from  103°  to  104-4°. 
The  salicylate  was  not  again  administered,  and  she  was  dis- 
charged quite  well  on  May  16. 


Case  XI. 

J.  M.,  set.  14,  cabinetmaker,  was  admitted  February  4, 
1878.  Family  and  personal  history  satisfactory.  Present  illness 
began  about  two  weeks  ago  with  pains  in  various  parts,  and 
two  days  ago  the  ankles  became  swollen  and  painful. 

State  on  admission. — Pulse  96  ;  temperature  99*6°.  Kight 
ankle  hot,  swollen,  red,  and  painful ;  breath  and  heart  sounds 
normal ;  urine  normal. 

Take  1 0  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  104  ;  temperature  101-4°. 
February  5. — 10  a.m.     Pulse  92 ;  temperature  99*6°. 

10  p.m. — Temperature  99*4°. 
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6. — 10  A.M.  Pulse  68  ;  temperature  98-8°.  Ankle  better; 
no  pain  elsewhere. 

The  temperature  and  pulse  now  kept  quiet.  The  salicylate 
was  reduced  to  a  dose  every  six  hours,  and  discontinued  in  a 
day  or  two.     Discharged  convalescent  on  February  16. 


Case  XIT. 

F.  C,  a3t.  9,  was  admitted  on  September  22,  1879. 
Father  is  subject  to  rheumatism,  and  a  brother  died  of 
disease  of  the  heart,  the  result  of  rheumatic  fever.  Patient 
has  not  been  robust,  but  has  not  previously  suffered  from 
rheumatism.  Present  illness  commenced  a  week  a^o  with 
pains  in  the  knees,  followed,  a  few  days  later,  with  pains 
and  swelling  in  several  joints. 

State  on  admission. — Pulse  98;  temperature  101*4°.  Both 
ankles,  knees,  and  left  wrist  are  swollen,  red,  hot,  and  pain- 
ful. The  heart's  apex  beats  in  the  fifth  interspace  outside 
nipple ;  rough  pericardial  friction  over  prsecordia ;  lungs 
healthy.     Is  perspiring  freely. 

9  P.M. — Pulse  100  ;  temperature  102*4°. 

September  23. — 9  a.m.  Pulse  88  ;  temperature  100'4°. 
Urine,  sp.  gr.  1037,  acid;  turbid,  with  lithates. 

Take  10  grains  of  salicylate  of  soda  every  two  hours. 

9  p,M.— Temperature  100-6°. 

24. — 9  A.M.  Pulse  80  ;  temperature  90°.  Pains  gener- 
ally easier. 

9  P.M. — Temperature  97*4°. 

25. — 9  a.m.  Pulse  60;  temperature  97-6°.  Much  better; 
free  from  pain  ;  sweating  freely ;  both  cardiac  sounds  rough 
at  the  apex. 

Take  the  salicylate  every  four  hours. 

9  P.M. — Temperature  9  7 "4°. 

26. — Pulse  57  ;  temperature  97*6°.  Pains  better,  but  not 
entirely  gone  ;  much  less  sweating. 

Take  the  salicylate  every  six  hours  only. 

During  the  next  ten  days  the  temperature  ranged  from 
97-6°  to  98-4°,  the  pulse  from  56  to  60.  On  September  29 
the  pulse  was  rather  thrilling ;  and  the  pains  having  entirely 
gone,  the  salicylate  was  discontinued.  The  urine,  however, 
continued  of  high  sp.  gr. ;  the  pulse  was  irregular  in  rhythm, 
and  the  first  cardiac  sound  prolonged  and  rough. 

Discharged  convalescent  on  October  14. 
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Case  XIII. 

W.  W.,  set.  9  years,  was  admitted  October  5,  1878. 
Father  suffers  from  rheumatism.  Previous  health  good ; 
present  attack  commenced  on  September  30  with  headache 
and  pains  in  the  limbs,  and  the  day  before  admission  left 
ankle  and  knee  began  to  swell. 

8tate  on  admission. — Pulse  120;  temperature  102*4°; 
urine,  sp.  gr.  1040,  acid.  Left  ankle  and  both  knees  swollen 
and  painful ;  pericardial  friction  and  cantering  rhythm  of 
heart's  action. 

9  P.M.— Temperature  103-2°. 

October  6.— 10  A.M.  Pulse  120;  temperature  101-2°.  All 
the  pains  are  better  ;  both  the  right  ankle  and  knee  are,  how- 
ever, considerably  swollen  and  red ;  heart  sounds  very  rough. 

9  P.M. — Temperature  103*6°. 

7. — 8  A.M.  Pulse  114;  temperature  101*4°.  Pericardial 
friction  not  so  loud  as  yesterday. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

11  P.M. — Temperature  99°.  Has  just  taken  the  fourth 
dose  of  salicylate. 

8. — 8  A.M.  Pulse  84 ;  temperature  98-2°.  Much  im- 
proved. 

9  P.M. — Temperature  97*2°. 

The  temperature  now  kept  normal,  or  subnormal,  and 
the  pulse  ranged  from  72  to  90.  On  October  12,  the  first 
sound  of  the  heart  being  almost  inaudible  at  the  apex,  the 
salicylate  was  omitted,  and  1  ounce  of  brandy  was  ordered  to 
be  given  in  small  doses  at  stated  intervals.  The  patient  was 
discharged  quite  well  on  October  29. 

Case  XIV.    " 

L.  P.,  set.  16  years,  servant,  was  admitted  October  22, 
1878.  Has  already  had  three  attacks  of  rheumatism  in  the 
knees  and  ankles ;  suffers  from  cough  in  winter ;  present 
illness  commenced  on  the  18th  inst.  with  pain  in  the  knees 
and  ankles ;  had  shivering  the  day  before  admission. 

State  on  admission. — Pulse  138  ;  temperature  101-8°.  Knees 
and  ankles  swollen  and  very  painful ;  loud  pericardial  friction 
over  the  prsecordia. 

9  P.M. — Pulse  138  ;  temperature  101*6°. 
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October  23. — 9  a.m.  Pulse  116 ;  temperature  100°.  Pains 
rather  better ;  urine,  sp.  gr.  1032,  acid ;  heart's  impulse  rather 
heaving ;  loud  friction  all  over  praicordia ;  systolic  murmur 
at  apex,  also  audible  at  back  of  scapula. 

9  P.M. — Temperature  101-6°. 

24.-9  A.M.     Pulse  116  ;  temperature  99*8°. 

9  P.M. — Temperature  101 '4°. 

25. — 9  A.M.  Pulse  100 ;  temperature  100-6°.  Cardiac 
impulse  less  forcible ;  area  of  dulness  slightly  increased  ; 
friction  not  so  audible ;  systolic  murmur  continues. 

Take  15  grains  of  salicylate  of  soda  every  three  hours; 
brandy,  2  ounces. 

9.30  P.M. — Temperature  99-6°.  Has  had  only  two  doses 
of  salicylate. 

26. — 9  A.M.  Pulse  95 ;  temperature  98*4°.  Sweating 
slightly  ;  has  been  sick  after  medicine. 

9  P.M. — Pulse  100  ;  temperature  99*4°.  Has  vomited  after 
the  salicylate  ;  vomit  contains  blood. 

27. — 10  A.M.  Pulse  92  ;  temperature  98*4.  Complains  of 
deafness  and  giddiness ;  has  again  been  sick  after  medicine. 

Discontinue  salicylate  of  soda. 

The  temperature  now  continued  at  or  below  the  normal 
standard ;  the  pulse  ranged  from  72  to  96  ;  there  was  no 
return  of  pain  in  the  joints,  but  the  cardiac  murmur  did  not 
entirely  disappear.  On  October  28,  after  discontinuing  the 
salicylate,  the  urine,  sp.  gr.  1036,  contained  a  notable  pro- 
portion of  albumen. 

Discharged  convalescent  on  November  11. 

Case  XV. 

W.  E.,  set.  1 5  years,  errand  boy,  was  admitted  Novem- 
ber 2,  1877.  No  history  of  rheumatism  either  in  patient  or 
family.  Present  illness  began  with  pain  in  the  chest  and 
limbs,  shivering  and  general  malaise  a  few  days  ago. 

State  on  admission. — Pulse  120  ;  temperature  101*4°.  Com- 
plains of  pains  in  the  knees  and  ankles  ;  left  ankle  swollen, 
red,  hot,  and  tender ;  breath  sounds  normal ;  heart's  action 
irregular  ;  a  thrill  at  apex  ;  friction  at  base  ;  urine  normal. 

10  P.M. — Pulse  112 ;  temperature  102'2°.  Sweating 
freely. 

November  3. — 10  a.m.  Pulse  108  ;  temperature  100-6°. 
Passed  a  restless  night ;  ankles  less  painful ;  heart's  action 
irregular ;  cantering  rhythm. 
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10  P.M. — Pulse  104 ;  temperature  101°.  Pulse  inter- 
mitting. 

4.— 10  A.M.     Pulse  92;  temperature  100-6°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

6  P.M. — Temperature  102*4°. 

10  P.M.— Pulse  96  ;  temperature  100-2°. 

6. — 10  a.m.  Pulse  100;  temperature  99*6°.  Complains  of 
pain  in  both  feet ;  faint  systolic  murmur  at  apex  of  heart. 

6  P.M. — Temperature  101°. 

10  P.M. — Temperature  99*2°. 

6. — The  temperature,  normal  in  the  morning,  rose  at 
7  P.M.  to  100-4°,  but  fell  to  99-2°  at  10  p.m.  It  now  remained, 
for  the  most  part,  subnormal  for  several  days,  falling  on  two 
occasions  as  low  as  96-2°  and  96-6°.  The  pulse  ranged  from 
60  to  86.  On  November  6  gastric  irritability  and  injected 
tongue  supervened,  and  the  salicylate  was  discontinued. 
The  pains  altogether  disappeared  after  November  8,  but  the 
patient  still  continued  to  sweat,  and  the  first  cardiac  sound 
remained  long,  rough,  and  murmurish. 

Discharged  convalescent  on  November  17. 

Case  XVI. 

G.  W.,  set.  30,  policeman,  admitted  December  12,  1877. 
Had  an  attack  of  rheumatic  fever  two  years  ago ;  had 
measles  six  weeks  since,  and  after  resuming  duty  was  ex- 
posed to  wet ;  four  days  since  began  to  suffer  from  pains 
in  the  knees  and  ankles,  and  afterwards  in  the  elbows  and 
shoulders. 

8tate  on  admission. — Pulse  104 ;  temperature  101*3°. 
Face  flushed ;  skin  moist ;  right  wrist  red,  swollen,  hot, 
and  tender ;  both  shoulders  very  painful  and  tender ;  faint 
systolic  murmur  at  apex  of  heart. 

9  p.m. — Pulse  96;  temperature  100°. 

December  13.— 10  a.m.  Pulse  120;  temperature  100*2°. 
Urine,  sp.  gr.  1030,  normal;  complains  of  pain  across  the 
loins. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

10  P.M. — Temperature  103°.     Perspiring. 

14. — 10  A.M.  Pulse  100  ;  temperature  104*1°.  Vomited 
during  night ;  complains  of  soreness  of  throat ;  fauces 
injected. 

10  P.M. — Pulse  112  ;  temperature  101*4°.  Has  again 
vomited. 


Dr.  Greenhow's  Cases  of  Rheumatic  Fever.  287 

15. — 10  A.M.  Pulse  104;  temperature  101*4°.  Has 
passed  a  restless  night ;  perspired  very  copiously  ;  slight 
systolic  murmur  at  apex  of  heart ;  cantering  rhythm. 

10  P.M.— Pulse  112;  temperature  99-2°. 

16. — 10  A.M.  Pulse  88  ;  temperature  99*6°.  Has  vomited 
several  times  this  morning  ;  is  deaf. 

10  P.M. — Pulse  88 ;  temperature  92*2°.  Urine,  sp.  gr. 
1030,  alkaline. 

The  temperature  now  remained  normal  or  subnormal ; 
the  pulse  ranged  from  64  to  88.  On  the  18th  there  was  a 
pericardial  rub  as  well  as  a  systolic  murmur.  The  patient 
still  sweated,  and  the  specific  gravity  of  the  urine  continued 
high  until  December  23.  There  was  occasional  vomiting, 
especially  after  the  medicine.  On  December  20,  the  patient 
being  quite  free  from  pain,  the  salicylate  was  discontinued. 
Discharged  well  on  January  4. 

Case  XVII. 

A.  H.,  set.  35,  housewife,  admitted  November  23,  1879. 
Had  rheumatic  fever  at  the  age  of  16  years ;  subsequent 
heal  th  good ;  caught  cold  ten  days  ago,  and  awoke  with 
pains  in  the  ankles,  afterwards  spreading  to  other  joints. 

State  on  admission. — Pulse  116  ;  temperature  102*2°.  Has 
pains  in  most  joints ;  heart's  impulse  forcible ;  systolic 
murmur  at  apex  ;  second  sound  reduplicate. 

9  P.M. — Pulse  120;  temperature  103*2°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

November  24. — 9  a.m.  Pulse  96 ;  temperature  100*2°. 
Slept  well ;  pains  continue. 

9  P.M. — Temperature  100*2°.  Complains  of  pains  in 
shoulders. 

25. — 9  A.M.  Pulse  76  ;  temperature  98*4°.  Has  pain 
only  in  right  shoulder  and  hand. 

9  P.M. — Pulse  90;  temperature  98*5°. 

From  this  time  the  temperature  kept  at  or  below  the 
normal,  with  the  exception  of  one  or  two  evenings,  when  it 
reached  99*4°  ;  the  pulse  ranged  from  90  to  98.  The  pains 
subsided  slowly,  and  only  finally  ceased  about  December  15. 
On  November  27  the  first  cardiac  sound  was  feeble,  and  the 
tongue  dry  ;  next  day  the  patient  complained  of  vertigo  and 
noises  in  the  ears ;  two  ounces  of  brandy  were  ordered, 
and  the  salicylate  was  omitted.  A  thrill  was  felt  at  the  heart 
on  December  3,  and  a  prsesystolic  murmur  became  developed. 
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which   still  remained  when   she   was    discharged,  on    De- 
cember 24. 

Case  XVIII. 

H.  L.,  set.  16,  errand  boy,  was  admitted  June  13,  1879. 
Previous  health  good ;  mother  is  subject  to  rheumatism. 
Got  wet  at  beginning  of  last  week,  and  a  day  or  two  after- 
wards experienced  slight  pains  in  the  ankle-joints,  which 
soon  became  swollen  ;  pain  in  other  joints  soon  appeared, 
and  he  became  disabled. 

State  on  admission. — Pulse  100  ;  temperature  100*8°.  Both 
knees  and  ankles  swollen,  red,  and  painful ;  skin  hot  and  dry ; 
heart  sounds  clean. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M.— Pulse  108 ;  temperature  102-3°.  Skin  hot  and 
dry  ;  complains  of  severe  pain  in  the  left  knee,  which  is 
much  swollen. 

June  1 4. — Pulse  80 ;  temperature  99°.  Peels  much  bet- 
ter ;  no  pain  in  left  knee  this  morning. 

9  P.M. — Pulse  72  ;  temperature  99-6°. 

15.— 9  A.M.     Pulse  72  ;  temperature  98°. 

9  P.M. — Temperature  98*3. 

16. — 9  A.M.  Pulse  72  ;  temperature  98*4°.  Free  from 
pain ;  joints  much  less  swollen ;  the  first  cardiac  sound  is 
feeble ;  no  murmur. 

Take  the  salicylate  only  every  six  hours. 

The  temperature  now  ranged  from  97*4°  to  98*8°,  and  the 
pulse  from  68  to  88 ;  there  was  no  return  of  pain,  and  the 
swelling  soon  subsided.  The  medicine  was  reduced  to  three 
times  a  day  on  June  17,  and  discontinued  a  few  days  later. 
Discharged  convalescent  on  July  15. 


Case  XIX. 

L.  C,  set.  14  years,  was  admitted  January  22,  1878.  A 
brother  and  a  sister  suffer  from  rheumatism  ;  had  rheuma- 
tism himself  two  years  ago,  but  otherwise  previous  health 
good  ;  present  illness  commenced  on  20th  inst.  with  pains  in 
the  knees  and  shivering. 

State  on  admission. — Pulse  124;  temperature  101*4. 
Face  flushed ;  ankles  and  knees  swollen,  red,  hot,  and 
painful ;  skin  hot  and  dry ;  considerable  hypersesthesia  of 
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general  surface  ;  is  confused  in  manner  and  slightly  inco- 
herent ;  systolic  murmur  at  heart. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

10  P.M. — Pulse  108 ;  temperature  102'6°.  Perspiring 
freely. 

January  23. — 10  a.m.  Pulse  108 ;  temperature  100-8°. 
Slept  well,  but  was  wandering  and  talkative  at  times ; 
knees  considerably  swollen,  red,  and  tender ;  ankles  less 
so  than  yesterday ;  well-marked  pericardial  friction  over 
base  of  heart ;  urine  normal. 

10  P.M. — Pulse  88  ;  temperature  99*4°. 

24. — 10  A.M.  Pulse  84 ;  temperature  98*8°.  Free  from 
pain,  and  generally  better ;  pericardial  friction  less  marked. 

10  A.M. — Pulse  70 ;  temperature  98'8°. 

25. — 10  A.M.     Pulse  64;  temperature  97*6°. 

The  temperature  and  pulse  now  kept  at  or  about  the 
normal  standard,  and  there  was  no  return  of  pain.  The 
salicylate  was  discontinued  on  January  28.  Discharged  con- 
valescent on  February  26. 

Case  XX. 

C.  C,  set.  10  years,  was  admitted  on  March  18,  1878. 
Previous  health  good ;  no  history  of  rheumatism  in  family. 
Illness  commenced  with  pains  in  the  hips  and  ankles  17  days 
before  admission. 

State  on  admission. — Pulse  128 ;  temperature  101*2°. 
Pains  in  ankles,  feet,  and  wrists  ;  wrists  red,  hot,  and  tender ; 
other  joints  also  tender,  but  not  swollen ;  rough  systolic 
murmur  at  base  of  heart. 

9  P.M. — Pulse  140  ;  temperature  101*6°.    Sweating  freely. 

March  19.— 9  a.m.— Pulse  128;  temperature  100*2°. 
Urine,  sp.  gr.  1035,  acid,  sweating;  pericardial  friction  over 
base  of  heart. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

9  p.m. — Pulse  90  ;  temperature  100*5°.     Sweating  freely. 

20. — 10  a.m.  Pulse  96  ;  temperature  98*8°.  Skin  moist; 
still  has  pains  in  the  wrists.  Vomited  after  medicine  this 
morning. 

9  p.m. — Temperature  99*4°. 

21. —  10  a.m.  Pulse  96;  temperature  99*2.  Pericardial 
friction  still  audible ;  swelling  and  pains  of  joints  much  sub- 
sided.   Vomited  after  medicine  this  morning. 

Brandy,  1  ounce  daily. 
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9  P.M. — Temperature  98'3°. 

The  temperature  now  ranged  from  99°  to  98°,  the 
pulse  from  80  to  96.  Sweating-  continued  for  many  days,  but 
there  was  no  return  of  pains.  Vomiting  recurred  occasion- 
ally until  the  salicylate  was  discontinued.  On  March  26  it 
was  reduced  to  a  dose  every  six  hours ;  and  on  March  28,  the 
heart's  impulse  being  very  feeble  and  the  first  sound  very 
faint,  it  was  entirely  omitted.  Discharged  convalescent  on 
April  26. 

Case  XXI. 

C.  G.,8et.  17  years,  servant,  was  admitted  March  14, 1878. 
Mother  has  had  rheumatic  fever ;  patient's  previous  health 
good.  Present  illness  commenced  on  the  10th  inst.  with 
shivering,  followed  by  pains  in  the  elbows  and  knees. 

State  on  admission. — Pulse  1 24  ;  temperature  100-0°.  Right 
knee  and  elbow  hot,  swollen,  and  very  tender ;  face  flushed, 
skin  moist ;  faint  systolic  murmur  at  apex  of  heart. 

9  P.M. — Pulse  124;  temperature  101-4°.     Sweating  freely. 

March  15. — 10  a.m.  Pulse  118;  temperature  100°.  Can- 
tering rhythm  of  heart;  right  knee  much  swollen,  hot,  and 
painful. 

9  P.M. — Pulse  128  ;  temperature  101°. 

16.— 10  A.M.  Pulse  100;  temperature  99-8°.  Faint 
thrill  at  heart ;  systolic  murmur  continues. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  116;  temperature  103-2°.  Knee  still  very 
painful ;  sweating  profusely. 

17. — 10  a.m.  Pulse  100;  temperature  100-6°.  Knee  less 
painful. 

9  P.M. — Temperature  101-6°. 

18. — 10  A.M. — Pulse  108  ;  temperature  100-6°.  Urine,  sp. 
gr.  1030,  alkaline ;  right  knee  still  much  swollen. 

9  P.M.— Pulse  112;  temperature  100-8°. 

19.— 10  A.M.  Pulse  88  ;  temperature  99-6°.  Free  from 
pain  ;  systolic  murmur  at  apex  of  heart. 

20. — 10  A.M.  Pulse  88  ;  temperature  98°.  Sweating  pro- 
fusely ;  free  from  pain. 

Between  March  20  and  April  3  the  temperature  ranged 
from  97-6°  to  98-6°,  the  pulse  from  84  to  60.  The  systolic 
murmur  continued  audible  until  the  patient  left  the  hospital. 
On  March  21,  the  patient  complaining  of  intense  headache, 
the  salicylate  was  reduced  to  a  dose  every  six  hours ;  and 
on  March  27,  as  the  headache  continued,  the  pulse  was  very 
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irregular,  and  the  first  sound  of  the  heart  ahnost  inaudible, 
and  the  patient  complained  of  noises  in  the  ears,  the  medi- 
cine was  entirely  discontinued.  Discharged  convalescent  on 
April  24. 

Case  XXII. 

F.  Y.,  set.  18  years,  footman,  was  admitted  April  14, 1878. 
Father  gouty,  mother  died  of  disease  of  the  heart.  Patient's 
previous  health  always  excellent.  Present  illness  commenced 
on  13th  inst.  with  pains  in  the  knees. 

State  on  admission. — Pulse  96  ;  temperature  99*8°.  Both 
knees  and  anl<les  swollen,  hot,  and  tender  ;  skin  moist ;  both 
cardiac  sounds  a  little  rough. 

April  15. — 9  A.M.  Pulse  96 ;  temperature  99"2°.  Ankles 
rather  less  swollen  and  painful,  knees  still  very  painful. 

9  P.M. — Temperature  99*4°. 

16. — 9  A.M.  Pulse  96 ;  temperature  98'4°.  Almost  free 
from  pain  ;  skin  still  moist. 

9  P.M. — Pulse  92 ;  temperature  100*4°.  Both  ankles 
again  swollen  and  painful. 

17.— 9  A.M.  Pulse  90  ;  temperature  98*2°.  Eight  ankle 
still  swollen  and  painful,  left  much  better ;  systolic  murmur 
at  apex  of  heart ;  both  sounds  rough  at  the  base. 

9  P.M. — Temperature  100-5°. 

18. — 9  A.M.    Pulse  90  ;  temperature  99*6°.  Free  from  pain. 

9  P.M. — Temperature  100°.     Still  perspiring. 

19.— 9  A.M.  Pulse  92 ;  temperature  99-6°.  Ankle  and 
right  knee  swollen  ;  systolic  murmur  at  heart  fainter ;  se- 
cond sound  very  rough  at  the  base. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Temperature  101*4°. 

20. — 9  A.M.  Pulse  96 ;  temperature  98*6°.  No  pain  in 
the  joints. 

9  P.M. — Temperature  99°. 

The  temperature  now  kept  down  to  almost  the  normal 
standard,  having  only  twice  risen  above  99°.  The  pains 
also  entirely  ceased  after  April  22,  but  the  sweating  con- 
tinued for  some  days.  The  salicylate  was  reduced  to  a  dose 
every  eight  hours  on  April  23,  and  discontinued  on  the 
30th.  A  small  trace  of  albumen  was  found  in  the  urine  on 
May  6.  The  cardiac  murmur  became  fainter,  but  had  not 
gone  when  the  patient  was  discharged,  on  May  10. 
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Case  XXIII. 

L.  F.,  set.  14,  was  admitted  December  4,  1877 ;  had 
rheumatic  fever  at  11  years  of  age.  Present  illness  com- 
menced on  December  2  with  shivering,  pain  in  the  back,  and 
pains  and  swelling  of  knees  and  feet. 

State  on  admission. — Pulse  104;  temperature  101*8°. 
Skin  hot  and  dry ;  ankles  and  elbows  red,  hot,  swollen,  and 
very  tender ;  systolic  murmur  at  apex  of  heart,  most  intense 
just  within  the  nipple,  and  not  audible  behind. 

December  5. — 9  a.m.  Pulse  105;  temperature  99"4°. 
Pains  as  yesterday. 

10  P.M. — Pulse  130;  temperature  102*1°.  Perspiring 
freely. 

6. — 9  a.m.  Pulse  112;  temperature  101*4°.  Complains  of 
pain  in  the  lower  part  of  sternum  and  also  in  the  left  knee 
and  right  elbow ;  urine,  sp.  gr.  1035,  acid ;  pericardial  friction 
at  base  of  heart. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

10  P.M. — Temperature  102*4°.     Sweating  copiously. 

7. — 10  A.M.  Pulse  100  ;  temperature  100*4°.  Much  less 
pain ;  joints  less  tender  and  swollen ;  complains  of  nausea 
after  medicine ;  still  pericardial  friction  and  a  systolic  mur- 
mur at  apex  of  heart. 

10  P.M. — Pulse  86  ;  temperature  98*8°.  Has  vomited  after 
last  two  doses  of  medicine. 

8. — 10  A.M.  Pulse  100  ;  temperature  98*6.  Has  again 
been  sick  after  medicine.  Free  from  pain ;  still  sweating ; 
deaf;  pulse  feeble;  complains  of  swimming  in  the  head. 

Brandy,  1  ounce ;  omit  salicylate,  of  which  she  has  taken 
265  grains. 

10  P.M. — Temperature  98°. 

The  temperature  now  remained  normal  or  subnormal,  and 
the  pulse  quiet ;  there  was  no  return  of  pains,  but  the  sweat- 
ing continued  for  some  days.     Discharged  convalescent  on 


January  3,  1878. 


Case  XXIV. 


J.  L.,  set,  17,  footman,  was  admitted  on  February  27, 
1879.  Previous  health  good;  mother  subject  to  rheumatism. 
Present  illness  began  three  weeks  ago,  but  subsided,  and  he 
resumed  his  duty.  He  then  got  wet  on  the  25th,  which 
brought  on  a  recurrence  of  pains  in  the  legs. 
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State  on  admission. — Pulse  96  ;  temperature  102 "4°.  Pains 
in  the  knees,  ankles,  and  right  wrist.  The  affected  joints 
are  hot,  swollen,  and  tender ;  sweating  freely.  Heart  sounds 
clean. 

February  28. — 9  a.m.     Pulse  104;  temperature  102-4°. 

Take  salicylate  of  soda,  15  grains,  every  two  hours. 

9  P.M.— Temperature  102-7°. 

March  1. — 9  a.m.  Pulse  84;  temperature  98*4°.  Pains 
much  better ;  is  rather  deaf. 

9  p.m. — Pulse  80 ;  temperature  99°. 

2. — 9  A.M.  Pulse  88 ;  temperature  97*6°.  Free  from  pain; 
complains  of  giddiness ;  wandered  during  night ;  sweating 
freely. 

Take  salicylate  every  three  hours. 

9  P.M. — Pulse  88  ;  temperature  98*6°.  Sweating ;  wanders. 

3. — 9  a.m.  Pulse  84;  temperature  98°.  Free  from  pain ; 
still  deaf. 

Brandy,  1  oz.  daily  ;  take  medicine  only  every  six  hours. 

9  P.M. — Pulse  76  ;  temperature  98-4°.     Sweating. 

4. — 9  A.M.  Pulse  76  ;  temperature  98-5°.  Deafness  con- 
tinues ;  second  sound  of  heart  reduplicate ;  slight  epistaxis. 

Omit  salicylate. 

The  day  after  the  salicylate  was  discontinued  the  tempera- 
ture rose  to  100°,  but  soon  fell  again  to  the  normal  standard. 
The  pulse  ranged  from  52  to  80  ;  there  was  no  return  of  pains, 
and  the  patient  was  discharged  well  on  March  25. 

Case  XXV. 

T.  A.,  est.  24,  warehouseman,  Avas  admitted  December  13. 
1877.  Previous  health  good.  Mother  has  suffered  from 
rheumatic  fever ;  had  been  laid  up  at  home  for  six  weeks 
with  rheumatic  fever  before  admission. 

State  on  admission. — Pulse  112;  temperature  100-4°. 
Eight  knee  swollen,  red,  and  painful.  Pericardial  friction ; 
systolic  murmur  at  apex  of  heart,  also  audible  behind. 

9  P.M. — Pulse  112  ;  temperature  102-4°.  Sweating  co- 
piously. 

Dec.  14.— 10  A.M.  Pulse  116  ;  temperature  102-6°.  Eight 
wrist  and  hand,  right  knee  and  both  ankles  swollen,  hot,  and 
painful ;  sweating  copiously.  Heart's  action  irregular,  faint 
thrill ;  systolic  murmur  and  prefix  at  apex  of  heart ;  peri- 
cardial friction  not  so  distinct. 

Take  salicylate  of  soda,  15  grains,  every  four  houi's. 
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9  p.m. — Pulse  108;  temperature  101°.  Restless;  joints 
remain  veiy  painful. 

15.— 9  A.M.  Pulse  104 ;  temperature  100-8°.  Still  sweat- 
ing; pains  in  joints  diminished;  heart's  condition  un- 
changed. 

9  P.M. — Temperature  99*5°. 

Take  salicylate  only  every  six  hours. 

Prom  this  date  the  temperature  fell,  and  was  always 
normal  after  the  evening  of  the  16th;  on  the  17th  the  urine 
had  a  sp.  gr.  of  1038,  and  continued  high  for  several  days. 
On  the  18th  there  was  still  pericardial  friction.  The  salicy- 
late was  discontinued  on  December  23,  and  the  patient  was 
discharged  on  January  4,  but  with  a  systolic  murmur. 


Case  XXVI. 

J.  W.,  set.  14,  was  admitted  on  March  23,  1878.  Pre- 
vious health  good.  No  history  of  rheumatism  in  family. 
Present  illness  began  with  pains  in  the  legs  on  March  15  ; 
next  day  the  knees  became  swollen  and  painful,  and  she 
experienced  uneasiness  in  the  prsecordia. 

State  on  admission. — Pulse  116;  temperature  103*4°.  Pro- 
fuse sour  sweating ;  both  knees  and  left  ankle  swollen,  red, 
hot,  and  very  painful.  Pericardial  friction  over  praecordia; 
loud  systolic  murmur  at  apex  of  heart. 

9  P.M. — Temperature,  102-5°. 

March  24.—  10  a.m.  Pulse  106  ;  temperature  101°.  Eight 
elbow  and  arm  very  painful. 

10  p.m. — Temperature  100°. 

25. — 10  a.m.  Pulse  100  ;  temperature  98-2°.  Knees  better; 
right  arm  still  painful. 

10  P.M. — Temperature  98-6°. 

26. — 10  a.m.  Pulse  90;  teujperature  98°.  Free  from 
pain. 

10  P.M. — Pulse  108  ;  temperature  101-0°.  Perspiring  very 
freely ;  complains  of  much  pain  in  both  elbows  and  wrist. 

27.— 10  A.M.     Pulse  84  ;  temperature  98-2°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

10  P.M. — Temperature  99-8°.  Skin  moist ;  free  from  pain. 
From  this  time  the  temperature  kept  normal  or  sub-normal, 
and  the  pulse  quiet.  The  pains  did  not  recur,  but  a  systolic 
murmur  was  still  audible  at  the  heart,  when  the  patient  was 
discharged,  on  April  28. 
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Case  XXVII. 

M.  H.,  set.  20,  nursemaid,  was  admitted  October  10,  1877. 
Previous  health  good,  but  a  brother  had  sujffered  from  rheu- 
matic fever.  Illness  commenced  on  October  7  with  pain  in 
the  back.     Pains  subsequently  developed  in  knees  and  feet. 

State  on  admission. — Pulse  124 ;  temperature  102*3°. 
Urine,  sp.  gr.  1030,  alkaline.  Pace  flushed ;  knees  and 
ankles  swollen,  red,  and  painful.  Heart's  impulse  feeble, 
and  accompanied  by  a  thrill.  Cantering  rhythm.  A  musical 
systolic  murmur  at  apex ;  slight  friction  inside  nipple  line. 

9  P.M. — Pulse  124;  temperature  102°. 

October  11.— 9  a.m.  Pulse  128;  temperature  101*6°. 
Pains  not  better.     Condition  of  heart  unchanged. 

10  P.M. — Pulse  124;  temperature  101-8°. 

12. — 9  a.m.  Pulse  124;  temperature  101*8°.  Pains  are  less 
severe,  and  swelling  of  joints  diminished. 

2  P.M. — Temperature  102*2°.  Sweating  copiously ;  fric- 
tion at  heart  still  continues. 

Take  30  grains  of  salicylate  of  soda  every  two  hours. 

10  P.M. — Pulse  128  ;  temperature  100*8°.  Sweating  pro- 
fusely ;  very  little  pain. 

13. — Noon.  Pulse  104  ;  temperature  99*6°.  A  little  pain 
in  knees  only ;  sweating ;  murmur  at  apex  of  heart ;  peri- 
cardial friction  at  mid-sternum.  Slight  deafness  ;  sick  after 
each  dose  of  medicine. 

Take  15  grains  of  salicylate  of  soda  every  three  hours, 
and  1  drachm  of  brandy  after  each  dose. 

9  P.M. — Pulse  104;  temperature  100°.  Sweating;  no  pain. 
Still  occasionally  sick  after  medicine. 

1 4. —  9  A.M.  Pulse  90,  of  good  volume  ;  temperature  99*2°. 
Sweating ;  no  pain ;  faint  friction  and  murmur  at  apex  of  heart. 

10  p.m. — Pulse  96;  temperature  101°.  Perspiring;  is 
rather  deaf ;  no  pain  ;  sick  after  the  last  dose  of  medicine. 

The  temperature  now  ranged  from  99*8°  to  97*6°,  and  the 
pulse  from  76  to  90.  There  was  no  return  of  pain.  Perspi- 
ration continued  for  some  days  and  the  deafness  increased ; 
there  was  no  return  of  sickness.  On  October  15  a  small 
trace  of  albumen  appeared  in  the  urine,  but  was  transient. 
On  October  17  the  deafness  still  continuing,  and  the  patient 
complaining  of  noise  in  the  ears,  the  salicylate  was  discon- 
tinued. The  patient  gradually  improved  in  general  health, 
but  a  faint  systolic  murmur  was  still  audible  when  she  was 
discharged,  on  November  9. 
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Case  XXVIII. 

A.  M.,  set.  22,  was  admitted  November  28,  1876.  Pre- 
vious health  good  ;  no  history  of  rheumatism  in  family ; 
present  illness  commenced  with  a  severe  cold,  followed  after 
a  few  days  by  pains  in  the  arms  and  legs. 

State  on  admission. — Pulse  104  ;  temperature  100"  7°.  Left 
wrist  and  knee  and  right  instep  very  painful,  but  not  swollen  ; 
pericardial  friction  at  the  left  border  of  the  sternum ;  per- 
spiring copiously. 

9  P.M. — Pulse  109 ;  temperature  103°. 

Nov.  29.-9  A.M.  Pulse  101 ;  temperature  100-7°.  Pain 
and  tenderness  in  the  right  shoulder;  urine,  sp.  gr.  1030, 
normal,  but  loaded  with  lithates. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  88  ;  temperature  101-4°. 

30. — 9  A.M.  Pulse  76  ;  temperature  100°.  Pains  di- 
minished. 

9  P.M. — Pulse  84 ;  temperature  98-8°. 

December  1. — 9  a.m.  Pulse  84 ;  temperature  98-3°. 
Sweating  profusely ;  pains  less ;  pericardial  friction  con- 
tinues, but  is  less  marked. 

9  P.M. — Pulse  92  ;  temperature  98-2°.  Sour  sweating 
continues. 

2. — 9  A.M.  Pulse  96  ;  temperature  98-6°.  Free  from  pain  ; 
still  sweating;  com]_lains  of  giddiness  and  of  feeling  sick 
after  medicine. 

Omit  salicylate. 

The  temperature  now  ranged  from  99-8°  to  97-9°,  but 
rarely  exceeded  98-6°;  the  pulse  from  104  to  56.  The  pains 
gradually  subsided,  and  the  patient  was  discharged  on 
December  16,  when  there  was  still  a  faint  systolic  murmur 
at  the  apex  of  the  heart. 


Case  XXIX. 

A.  C,  set.  26,  nurse,  admitted  on  March  18,  1879.  Had 
an  attack  of  rheumatism  two  years,  ago ;  no  history  of  rheu- 
matism in  family  ;  illness  commenced  two  days  before  being 
warded. 

State  on  admission. — Pulse  92 ;  temperature  100-4°.  Sweat- 
ing freely ;  complains  of  pains  in  the  knees  and  ankles,  but 
these  joints   are    neither  swollen   nor  tender ;   first   sound 
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of  heart  prolonged  and  rough ;  impulse  of  heart  rather 
forcible. 

9  P.M. — Pulse  108  ;  temperature  101°.     Sweating  freely. 

Take  30  grains  of  salicylate  of  soda  every  eight  hours. 

March  19. — 9  a.m.     Pulse  100  ;  temperature  100-5°. 

Take  salicylate  every  four  hours. 

9  P.M. — Pulse  92  ;  temperature  99-8°. 

20.— 9  A.M.  Pulse  96;  temperature  99-6°.  Pains  di- 
minished ;  less  sweating. 

9  P.M. — Temperature  99-6°.     Eestless. 

21. — 9  A.M.  Pulse  88 ;  temperature  99°.  Is  free  from 
pain. 

9  P.M. — Pulse  84;  temperature  99*4°. 

22. — 9  A.M.  Pulse  76;  temperature,  99*6°.  Perspires 
much ;   no  pain. 

9  P.M. — Temperature  99°. 

23.-9  A.M.     Pulse,  91 ;  temperature  99-2°. 

9  P.M.— Temperature  100-3°. 

24. — 3  A.M.  Pulse  96  ;  temperature  100°.  Slight  pain  in 
right  wrist  and  shoulder  ;  perspires  less. 

Take  salicylate  every  three  hours. 

9  P.M. -Temperature  100-8". 

25. — 9  A.M.  Pulse  108  ;  temperature  100*6° ;  urine,  sp.  gr. 
1035,  acid. 

9  P.M. — Temperature  101-6°. 

26. — 9  A.M.  Pulse  100  ;  temperature  100*2°.  Complains 
of  deafness  and  of  uneasy  sensations  in  the  head. 

9  P.M. — Temperature  100°. 

27.-9  A.M.     Pulse  80 ;  temperature  99-3°. 

Omit  salicylate  ;  take  two  grains  of  quinine  every  four 
hours. 

The  temperature  now  fell,  and  only  twice  again  reached 
99-8°  for  a  few  hours ;  the  pains  disappeared,  and  the  patient 
was  discharged  convalescent  on  April  9. 

Case  XXX. 

P.  D.,  set.  14  years,  van-boy,  admitted  April  22,  1878. 
Illness  commenced  a  few  days  since  with  chilliness  and  pains 
in  the  arms  and  shoulders. 

State  on  admission. — Pulse  118;  temperature  103-5*'. 
Cheeks  flushed ;  skin  moist ;  complains  of  pains  in  back 
and  limbs ;  has  slight  sore  throat ;  urine,  sp.  gr.  1013, 
contains  a  trace  of  albumen ;  heart  healthy. 
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10  P.M. — Pulse  108  ;  temperature  102*5°.     Skin  moist. 
April  23.— 10  a.m.    Pulse  96 ;  temperature  102-2°.    Pains 
chiefly  in  muscles  of  back  and  neck. 

Take  10  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  100;  temperature  101*4°. 

24. — 10  A.M.  Pulse  98;  temperature  102°.  Sweating  pro- 
fusely ;  pains  much  better  ;  faint  systolic  murmur  at  apex 
of  heart ;  urine,  sp.  gr.  1 020,  free  from  albumen. 

10  P.M. —  Pulse  116  ;  temperature  104*4°.  Face  flushed  ; 
skin  hot  and  dry ;  patient  wandering. 

25. — 10  A.M.  Pulse  72  ;  temperature  99*6°.  Pulse  rather 
irregular ;  sweating  freely ;  was  delirious  during  night. 

Take  salicylate  every  two  hours,  brandy  1  ounce  daily. 

9  P.M. — Temperature  100°. 

26. — 9  A.M.     Pulse  84 ;  temperature  99*2°.     Perspiring. 

Take  salicylate  only  every  three  hours. 

9  P.M. — Temperature  98*4°. 

27. — 9  A.M. — Pulse  78  ;  temperature  100°.  Is  very  deaf; 
complains  of  giddiness  on  being  raised  up  ;  sweating  freely. 

9  P.M. — Temperature  98*5°. 

From  this  date  the  temperature  only  once  exceeded  99*2°, 
and  was  commonly  normal  or  subnormal.  The  pulse  ranged 
from  48  to  76,  but  became  more  irregular  and  feeble,  render- 
ing it  necessary  to  give  brandy  more  freely.  The  sweating 
continued  for  some  days,  but  the  pains  ceased  on  April  80. 
The  systolic  murmur  was  still  audible  on  May  17.  The 
salicylate  was  gradually  discontinued,  and  the  patient  was 
discharged  convalescent  on  May  28. 

Case  XXXI. 

J.  B.,  set.  45,  carman,  was  admitted  October  17,  1877. 
Mother  and  three  brothers  have  suffered  from  rheumatic 
fever ;  has  also  himself  had  that  disease  twice ;  is  a  free 
liver;  present  illness  commenced  on  October  15  with  pains 
and  swelling  of  the  knees. 

State  on  admission. — Pulse  108  ;  temperature  101*4°  ; 
Urine,  sp.  gr.  1011,  acid,  albumen  one-twelfth.  Expression 
anxious  ;  knees,  ankles,  and  left  wrist  swollen,  tender,  hot, 
and  painful ;  some  of  the  finger-joints  are  also  swollen  and 
painful ;  lungs  emphysematous ;  ■  heart's  impulse  feeble  ; 
sounds  clean  ;  arteries  tortuous. 

10  P.M. — Temperature  101*2°. 

18. — 10  a.m.  Pulse  104 ;  temperature  100-0°.  Pains  easier. 
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Has  pleurisy  on  left  side ;  rhonchus  audible  over  front  of 
chest. 

10  P.M.— Pulse  112;  temperature  100-8°. 

19.— 10  A.M.  Pulse  108  ;  temperature  99-8°.  Much  pain 
in  right  arm. 

9  P.M.— Pulse  108;  temperature  101*8°. 

20.-10  A.M.  Pulse  100;  temperature  100-4°.  Urine  still 
albuminous.     Pains  easier. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

10  p.m. — Pulse  92;  temperature  100'4°.  Sweating  pro- 
fusel}'. 

21. — 10  A.M.  Pulse  94;  temperature  99*4°.  Eight  hand 
still  very  painful.  Dulness  on  percussion  over  back  of 
thorax;  tubular  breathing;  effusion  in  lower  part  of  left 
pleura. 

10  P.M. — Pulse  84;  temperature  101*6°. 

22.— 10  A.M.  Pulse  96;  temperature  99-0°.  Profuse 
sweating ;  extremely  deaf,  says  that  he  feels  wandering  and 
hears  noises  like  a  barrel  organ  and  a  steam  hammer ;  com- 
plains of  extreme  frontal  headache. 

Brandy  three  ounces  daily, 

10  P.M. — Pulse  90 ;  temperature  99-0°. 

23.— 10  A.M.  Pulse  92 ;  temperature  99-3°.  Feels  much 
better ;  headache  less ;  has  noises  in  ears ;  a  little  pain  on 
movement  only. 

Take  salicylate  only  every  six  hours. 

10  P.M.— Pulse  88;  temperature  99-0°. 

24. — 10  a.m.  Pulse  90  ;  temperature  98-2°.  Pain  in  right 
wrist,  elbow,  and  knee ;  condition  of  lung  improving.  Urine 
no  longer  albuminous. 

Omit  salicylate. 

The  pains  continued,  and  the  temperature  rose  on  October 
26  to  100-6°.  Sulphate  of  quinine  was  now  prescribed.  The 
pains  subsided  slowly,  but  the  lung  mischief  cleared  up 
rapidly.  Discharged  convalescent,  with  a  slight  systolic 
murmur  at  the  apex  of  the  heart,  on  December  4. 

Case  XXXII. 

W.  D.,  set.  19,  clerk,  admitted  July  19,  1877.  Previous 
health  good ;  no  history  of  rheumatism  in  family.  Present 
illness  commenced  with  chilliness  on  July  14,  followed  next 
day  by  pains  in  the  feet  and  hands. 

State    on    admission. —  Pulse    128;    temperature    103-6°. 


300  Dr.  Greenhow's  Cases  of  Rheumatic  Fever, 

Skin  hot  and  moist.  Ankles,  feet,  and  right  knee  swollen, 
hot,  red,  and  painful.     Heart  sounds  normal. 

10  P.M. — Pulse  108 ;  temperature  104-2°.  Sweating 
freely. 

July  20.— 9  A.M.  Pulse  126 ;  temperature  102-8°.  Slept 
after  a  dose  of  chloral  and  morphia.  Sweated  very  pro- 
fusely during  the  night;  loud  friction  over  prsecordia. 

Take  30  grains  of  salicylate  of  soda  every  two  hours. 

8.  P.M. — Pulse  132;  temperature  102-6°;  respirations  50. 
Pulse  very  compressible ;  is  rather  deaf ;  face  pale ;  com- 
plains of  breathing  being  short  and  dijBficult. 

Discontinue  salicylate,  of  which  two  and  a  half  drachms 
have  been  taken  ;  ordered  two  drachms  of  brandy  every  two 
hours,  subsequently  increased  to  half  an  ounce. 

21. — 10  A.M.  Pulse  180  ;  temperature  102-8°  ;  respirations 
60.  Pulse  very  compressible.  Sweating ;  has  been  sick ; 
continues  very  deaf.  Heart  sounds  feeble,  first  scarcely 
audible  ;  pericardial  friction  and  soft  blowing  systolic  mur- 
mur at  apex  of  heart.  Pains  in  right  elbow,  wrist,  hand, 
and  knee  on  movement  only. 

The  salicylate  was  not  resumed.  The  temperature  fell  in 
the  course  of  a  few  days,  and  the  pains,  pericarditis,  and 
sour  sweating  subsided.  Discharged  quite  well  on  Sep- 
tember 7. 

Case  XXXIII. 

S.  J.  P.,  set.  30,  housewife,  admitted  August  26,  1879. 
Had  rheumatic  fever  at  the  age  of  20  years,  and  has 
suffered  since  from  winter  cough.  Present  illness  com- 
menced about  six  days  ago  with  pains  in  the  knees,  hips, 
and  left  hand. 

State  on  admission.— Fulse  88 ;  temperature  100-3°. 
Severe  pain  in  both  knees,  ankles,  and  left  hand.  A  soft 
systolic  murmur  at  apex  of  heart  traceable  into  axilla.  Skin 
moist. 

9  P.M. — Pulse  96 ;  temperature  101*4°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

August  28. — 9  A.M.  Pulse  100;  temperature  100-0°. 
Pain  in  the  left  hand  very  severe.     Pericardial  friction. 

9  P.M. — Temperature  101-0°. 

29.-9  A.M.  Pulse  100;  temperature  100-0°.  Pain  in 
right  shoulder  and  wrist ;  sweating  profusely. 

9  P.M. — Temperature  100*0°.     Complains  of  deafness. 

30. — 9  A.M.    Pulse  108;  temperature  101-6°.     Deafness. 
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Take  salicylate  only  every  six  hours. 

9  P.M. — Temperature  100*4°. 

31.— 9  A.M.    Pulse  88;  temperature  100-2°. 

9  P.M.— Temperature  99*4°. 

September  1. — 9  a.m.  Pulse  88 ;  temperature  99*3°. 
Pericardial  friction  well  marked ;  less  deafness. 

9  P.M. — Pulse  88;  temperature  100 '4°. 

2  to  26. — The  temperature  reached  100*8°  on  the 
evening  of  September  3,  but,  with  this  exception,  ranged 
from  96*8°  to  99*4°,  and  was  after  the  3rd  mostly  subnormal. 
The  pulse  ranged  during  the  same  period  from  60  to  68. 
Pericardial  friction  continued  throughout  this  time,  and  on 
September  4  some  dulness  on  percussion  and  crepitation  was 
found  on  the  left  side  of  thorax. 

The  salicylate  was  reduced  to  a  dose  three  times  a  day 
on  September  6,  and  discontinued  on  the  9th. 

On  September  26,  when  considered  as  convalescent,  there 
was  return  of  pains  in  several  joints  and  of  pericardial  friction. 
The  tetnperature  and  pulse  rose  with  tbis  relapse,  but  not  so 
high  as  previously.  On  October  2,  15  grains  of  salicylate 
of  soda  were  ordered  to  be  taken  every  three  hours,  and  two 
ounces  of  brandy  to  be  given  daily,  in  small  doses,  at  regular 
intervals.  Deafness  soon  followed  the  use  of  the  medicine, 
and  on  October  5  the  patient  was  wandering,  and  saw  per- 
sons at  her  bedside.  The  salicylate  was  now  reduced  to  a 
dose  every  six  hours.  The  sweating  continued,  and  the 
pains  did  not  cease  until  after  October  10.  The  medicine 
was  now  reduced  to  a  dose  twice  a  day,  and  entirely  omitted 
on  the  14th.  Patient  was  discharged  convalescent  on 
October  31,  but  a  systolic  murmur  was  still  audible. 

Case  XXXIV. 

D.  H.  P.,  set.  21,  draper's  assistant,  admitted  April  27, 
1877.  Has  had  three  previous  attacks  of  rheumatic  fever. 
Present  illness  commenced  a  few  days  ago,  with  pains  in  the 
feet,  knees,  and  shoulders,  and  much  sweating. 

State  on  admission, — Pulse  108  ;  temperature  101*2°.  Sour 
sweating ;  pains  in  both  shoulders,  right  elbow  and  wrist,  and 
left  knee.     Heart  sounds  clean. 

For  five  days  after  admission  the  temperature  ranged 
from  101*4°  to  103*4°.,  and  the  pulse  from  108  to  116.  The 
pains  wandered  from  joint  to  joint,  and  pericarditis  became 
developed.  During  this  time  quinine  was  administered  in 
large  doses. 
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May  3. — 9  a.m.  Pulse  QQ  ;  temperature  102*0°.  Has 
severe  pain  in  both  hands ;  sweating  freely ;  impaired 
resonance  on  percussion,  and  abundant  crepitation  over 
posterior  bases  of  both  lungs. 

Take  30  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  116;  temperature  99'0°. 

4. — 9  a.m.  Pulse  118;  temperature  97-8°.  Perspiring 
profusely ;  pains  in  both  wrists  and  elbows. 

9p.m. — Pulse  118;  temperature  97*3°.  Has  no  pain; 
very  deaf ;  sweating  freely. 

Omit  salicylate. 

The  temperatui-e  kept  normal  or  subnormal,  and  the 
pulse  about  90,  until  May  7  ;  trunk  covered  with  sudamina; 
free  from  pain.  On  May  7  the  temperature  rose  to  99*6°, 
and  a  faint  systolic  murmur  was  heard,  with  reduplication 
of  the  second  sound  of  the  heart.  On  May  9  there  was 
pain  in  the  left  knee,  and  pericardial  friction  was  audible. 

9. — 9  p.m.  Pulse  112;  temperature  1 01*3°.  Pain  in  right 
ankle  and  left  knee  ;  sweating  profusely. 

10. — 9  A.M.  Pulse  112;  temperature  101-6°.  Sour 
sweating.  Pains  in  right  ankle,  left  knee,  and  both  elbows  ; 
pericardial  friction. 

Take  30  grains  of  salicylate  of  soda  every  two  hours ; 
brandy  four  ounces  daily. 

11. — 9  A.M.  Pulse  120;  temperature  101*4°.  Respira- 
tions 28 ;  left  elbow  swollen,  red,  hot,  and  painful ;  other 
joints  free. 

9  P.M. — Pulse  116;  temperature  100*4. 

12. — 9  a.m.  Pulse  100;  temperature  98*0°.  Sweating 
very  freely.  Very  slight  pain  in  left  elbow.  Deafness  has 
returned  ;  tongue  tremulous. 

The  temperature  now  remained  normal,  and  the  patient 
appearing  to  improve,  the  salicylate  was  omitted  on  May 
16,  when  he  was  extremely  deaf.  On  May  20  the  tempera- 
ture rose  to  99*4°.  Profuse  sweating  returned,  and  he 
complained  of  pains  in  the  chest.  On  May  24,  at  10  p.m., 
pulse  112;  temperature  102*5°.  Perspiring  copiously;  pain 
in  hips  and  chest. 

Take  1 5  grain  s  of  salicylate  of  soda  every  two  hours. 

25. — 9  A.M.  Pulse  84 ;  temperature  100*4°.  The  tem- 
perature now  again  fell  rapidly,  but  free  sweating  continued, 
and  deafness  returned. 

Discharged  well  on  June  12. 
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Case  XXXV. 

W.  C,  86t.  16,  printer's  boy,  admitted  May  15,  1877. 

Previous  health  good.  Present  illness  commenced  two 
days  ago  with  pains  in  legs  and  ankles. 

State  on  admission. — Pulse  108 ;  temperature  102*0°. 
Both  knees,  ankles,  and  elbows  more  or  less  swollen,  hot 
and  tender;  heart's  impulse  diffused  and  attended  by  a 
thrill ;  faint  pericardial  rub  at  apex ;  sibilant  rales  over 
front  of  lungs. 

9  P.M. — Pulse  108  ;  temperature  104'2°. 

16.— 10.30  A.M.  Pulse  110;  temperature  104-0°.  Pains 
much  less  severe,  but  still  present  in  same  joints  as  yesterday. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  88  ;  temperature  100"8°.  Profuse  sour 
sweating. 

17.— 9.45  a.m.  Pulse  84;  temperature  97*8°.  Pains  have 
much  diminished,  but  there  still  is  much  pain  on  movement 
of  the  affected  joints.  There  is  also  to-day  some  redness 
about  the  right  knee,  wrist,  and  ankle ;  sour  sweating. 
Heart  sounds  normal ;  pulse  rather  feeble. 

9  P.M. — Pulse  88  ;  temperature  97*4°.  Still  sweating  ; 
has  very  little  pain.  Is  rather  deaf  and  has  been  sick  this 
evening. 

18.— 8  A.M.  Pulse  80  ;  temperature  97*8°.  Still  sweats  ; 
increased  deafness  ;  has  been  repeatedly  sick  after  medicine. 
Omit  salicylate  of  soda. 

9  P.M. — Temperature  98*0°. 

19.— 8.30  a.m.  Pulse  74;  temperature  98*2°.  Scarcely 
any  pain  in  joints,  but  they  still  remain  swollen  ;  perspiring 
gently ;  pericardial  rub  still  audible. 

9  p.m.  — Temperature  97"5°. 

The  temperature  now  remained  normal  uiitil  June  1  ; 
the  pulse  became  weak  and  irregular,  and  ranged  from  44 
to  60.  There  were  no  pains,  but  the  cardiac  murmur  con- 
tinued audible. 

June  1. — 9  A.M.  Pulse  92  ;  temperature  99'6°.  Free  from 
pain. 

9  P.M. — Pulse  64  ;  temperature  100-0°.  Sweating  pro- 
fusely. 

2. — 9  A.M.  Pulse  92  ;  temperature  100-2°.  Has  pains  in 
elbows,  right  shoulder,  and  hand  ;  sweating  freely. 

9  P.M. — Pulse  100  ;  temperature  101-6°. 
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3. — 9  A.M.  Pulse  100 ;  temperature  101*4°.  Pains  con- 
tinue. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  84 ;  temperature  99*8°.  Pains  in  both 
elbows,  right  shoulder,  and  wrist. 

4. — 9  A.M.  Pulse  90 ;  temperature  99*2°.  Sweated  much 
during  night.  Joints  still  painful,  but  pain  not  so  severe j 
murmur  still  audible  at  prsecordia. 

9  P.M. — Pulse  72  ;  temperature  99'8°. 

5. — 9  A.M.  Pulse  72  ;  temperature  97'8°.  Pulse  soft  and 
compressible  ;  sweating  freely ;  slight  pain  in  right  elbow 
only.     Has  been  sick. 

Take  salicylate  only  every  four  hours. 

9  P.M. — Pulse  76  ;  temperature  97'8°. 

The  temperature  now  kept  normal  or  subnormal,  and  the 
pulse  from  65  to  72  ;  brandy  was  given  in  small  doses  for 
the  sickness  ;  the  pains  and  sweating  did  not  entirely  dis- 
appear until  June  9,  on  which  day  the  medicine  was  discon- 
tinued. The  patient  was  discharged  quite  well,  but  with  a 
faint  thrill  at  the  heart,  and  also  with  both  a  slight  systolic 
and  prsesystolic  murmur,  on  June  19. 

Case  XXXVI. 

F.  W.  B.,  set.  13,  butcher's  boy,  admitted  May  18,  1877. 

Had  rheumatic  fever  six  years  ago  ;  health  otherwise 
good.  Present  illness  commenced  on  14th  instant  with  pains 
in  the  feet  and  knees. 

State  on  admission. — Pulse  109;  temperature  101*0°. 
Knees  and  ankles  swollen,  red,  hot,  and  painful.  Loud  peri- 
cardial friction,  intensified  by  pressure,  is  audible  at  second 
left  costal  cartilage. 

11  P.M.— Temperature  100*6°. 

20. — 10  a.m.  Pulse  116  ;  temperature  99*6°.  Complains 
of  severe  pain  at  the  epigastrium. 

9  p.m.— Pulse  128;  temperature  99*4°. 

21.— 9  a.m.  Pulse  108  ;  temperature  100*5°.  Pain,  both 
in  epigastrium  and  limbs,  better. 

Take  10  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  92  ;  temperature  98*0°.  Has  taken  only 
two  doses  of  salicylate. 

22. — Pulse  72  ;  temperature  98*4°.  Has  no  pain,  but 
there  is  still  swelling  of  joints. 

Take  salicylate  only  every  six  hours. 
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The  salicylate  was  discontinued  on  May  23.  The  tem- 
perature had  remained  subnormal,  and  the  pains  and  swell- 
ing had  altogether  subsided  for  some  days,  when  on  June  1 
the  patient  complained  of  pain  in  the  right  knee.  Next 
day  both  knees  were  hot,  swollen,  and  painful.  Sweating 
returned,  and  in  the  evening  the  pulse  had  risen  to  90,  and 
the  temperature  to  100*4°. 

June  3. — 9  a.m.  Pulse  108 ;  temperature  99*8°.  Pains  in 
both  knees  and  ankles  ;  sweating  freely. 

Take  10  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M.— Pulse  100;  temperature  99'8°. 

Next  day  the  temperature  had  again  become  normal,  the 
pains  were  easier,  and  the  pulse  soft  and  compressible.  The 
progress  towards  recovery  was  now  steady ;  the  salicylate  was 
discontinued  on  June  10,  and  the  patient  was  discharged 
quite  well  on  June  19. 

Case  XXXVII. 

M.  A.  R.,  set.  25,  laundress,  admitted  August  10,  1877. 

Had  rheumatic  fever  two  years  ago,  and  has  subsequently 
suffered  from  palpitation  ;  present  illness  commenced  on  2nd 
inst.  with  pain  and  swelling  of  several  joints. 

State  on  Admission. — Pulse  126  ;  temperature  101 '4°. 
Urine,  sp.  gr.  1026,  acid,  albuminous,  face  flushed ;  right 
hand,  wrist,  and  elbow  swollen  and  painful ;  both  shoulders 
and  hips  are  also  painful  on  movement,  and  there  is  con- 
siderable pain  and  tenderness  over  the  lower  half  of  sternum  ; 
lungs  normal ;  heart's  impulse  diffused,  faint  thrill  at  apex, 
cantering  rhythm ;  heart's  sounds  weak,  and  the  first  obscured 
by  a  murmur  ;  pulse  small,  but  firm  ;  is  sweating  profusely. 

Take  15  grains  of  salicylate  of  soda  every  three  hours  and 
apply  two  leeches  to  prsecordia. 

August  10. — 9  P.M.     Pulse  128;  temperature  ]01*6*. 

11. — 8  A.M.  Pulse  116 ;  temperature  101-0°.  Much  easier, 
but  still  has  pain  in  several  joints,  including  the  articulation 
of  lower  jaw. 

10  P.M. — Pulse  116 ;  temperature  100*2°.  No  pain 
except  on  movement ;  pericardial  friction  continues  ;  sweat- 
ing freely ;  is  rather  deaf,  and  hears  a  noise,  as  of  an  engine, 
in  ears. 

12.— 9  A.M.  Temperature  99*6°.  Quite  free  from  pain  j 
very  deaf;  fancies  she  hears  people  speaking  close  to  her, 
and  when  she  closes  the  eyes  sees  all  manner  of  things. 
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Take  salicylate  only  every  four  hours;  brandy  two 
drachms  every  three  hours. 

9  P.M. — Pulse  104 ;  temperature  99-4°.  Is  depressed  and 
very  low ;  very  deaf;  feels  queer,  and  has  much  noise  in  the 
head  ;  sick  after  medicine  ;  pain  in  left  hand  only. 

Take  salicylate  every  six  hours. 

18. — After  reducing  the  salicylate  last  night  the  tempera- 
ture ran  up  to  102-6°. 

9  A.M. — Pulse  100  ;  temperature  100*6°.  TJrine  free  from 
albumen,  sp.  gr.  1030  ;  still  has  noises  in  head  and  deafness  ; 
no  return  of  sickness  ;  sweating ;  loud  systolic  murmur  at 
apex  of  heart ;  slight  pericardial  friction  at  base. 

9  p.M.—Temperature  100-2°. 

14. — 9  A.M.  Pulse  100 ;  temperature  100-6°.  General 
condition  improved ;  noises  in  head  and  deafness  decreased. 

9  P.M. — Pulse  104;  temperature  100*2°. 

15. — 9  a.m.    Pulse  100  ;  temperature  100-0°.    Improving; 

still  has  sweating  and  prsecordial  pain ;  has  a  singing  noise 

in  ears,  and  still  fancies  she  sees  things  when  she  closes  the 

eyes  ;  loud  pericardial  friction  and  systolic  murmur  at  apex. 

9  P.M. — Pulse  106  ;  temperature  100*0°. 

For  several  days  the  temperature  ranged  from  99*4)°  to 
100*0°,  and  the  pulse  from  90  to  98  ;  the  sweating  continued, 
but  the  pains  altogether  subsided  after  August  15.  The 
condition  of  the  heart  was  unchanged,  and  the  noises  in  the 
ears,  with  vertigo  and  headache,  were  troublesome.  On  the 
19th  the  tongue  became  tremulous,  and  severe  retching  and 
sickness  supervened;  the  medicine  was  then  discontinued. 

On  August  24  there  was  return  of  pains  in  the  shoulders 
and  right  wrist.  At  9  p.m.  the  pulse  was  96  ;  the  tempera- 
ture 101*2°.  Next  day  the  temperature  was  over  100*0°  all 
day,  and  rose  in  the  evening  to  102*3°.  On  August  26  the 
rheumatic  pains  were  much  worse,  and  the  action  of  the  heart 
was  cantering. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

During  the  following  three  days  the  temperature  remained 
over  100*0° ;  the  pulse  from  86  to  108.  On  August  29  the 
temperature  fell  to  98*7°.  There  was  no  pain,  but  there  was 
some  unf^asiness  in  the  head  caused  by  the  salicylate.  This 
was  discontinued  on  September  6,  and  the  patient  was  dis- 
charged well,  but  with  both  a  systolic  and  prsesystolic 
murmur,  on  October  10. 
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Case  XXXVIII. 

C.  T.,  set.  16,  printer,  admitted  September  14,  1877. 

No  personal  or  family  history  of  rheumatism  ;  illness  com- 
menced on  September  11  with  pains  in  the  knees  and  arms. 

8tate  on  Admission. — Pulse  128 ;  temperature  101*8°. 
Wrists,  hands,  elbows,  knees,  and  ankles  more  or  less  swollen, 
red,  hot  and  painful ;  cantering  rhythm  of  heart. 

Take  10  grains  of  salicylate  of  soda  every  three  hours. 

September  14. — 9  p.m.     Pulse  120;  temperature  101-2°. 

15.— 10  A.M.  Pulse  112;  temperature  100-6°.  Pains 
easier  ;  rough  friction  over  base  of  heart. 

10  P.M.— Pulse  96  ;  temperature  100-5°. 

16. — 10  A.M.  Pulse  96  ;  temperature  99-4°.  Sweating  ; 
severe  pain  in  right  elbow  ;  pericardial  friction  continues. 

10  P.M. — Temperature  99-4°.     Pains  much  decreased. 

From  this  date  until  September  26  there  was  little  pain, 
and  the  temperature  only  twice  reached  100-0° ;  it  ranged, 
with  these  exceptions,  from  97-2°  to  99*6°;  the  pulse  from 
68  to  88.  The  salicylate  was  discontinued  on  September  21. 
On  September  24  the  patient  complained  of  slight  pain  in 
the  elbows  and  knees,  and  next  day  the  temperature, 
previously  quite  normal,  rose  to  99-8°. 

26.— 10  a.m.  Pulse  108;  temperature  101-6°.  Pains  in 
shoulders. 

Take  10  grains  of  salicylate  of  soda  every  six  hours; 
brandy,  two  ounces  daily. 

9  P.M. — Pulse  88 ;  temperature  100-6°. 

27.— 10  A.M.     Pulse  84;  temperature  101-4°. 

Take  salicylate  every  three  hours. 

9  P.M. — Pulse  80 ;  temperature  99-8°.  Severe  pains  in 
right  knee  and  shoulder;  pulse  extremely  soft  and  com- 
pressible. 

28.— 10  A.M.     Pulse  92  ;  temperature  101-6°. 

10  P.M. — Pulse  84 ;  temperature  100-4°. 
29.— 10  A.M.     Pulse  84  ;  temperature  100-4'. 
10  P.M.— Pulse  72 ;  temperature  99-8°. 

30. — 9  a.m.     Pulse  88  ;  temperature  100-0\ 
9  P.M.— Temperature  99-6°. 

October  1. — 9  a.m.     Pulse  88  ;  temperature  99-8°.     Pain 
now  only  in  right  knee. 
Omit  salicylate. 
9  P.M. — Temperature  99-8°. 

X  2 
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2.-9  A.M.     Pulse  80  ;  temperature  99-2°. 

9  P.M.— Pulse  88 ;  temperature  100-2°. 

The  pains  now  entirely  disappeared,  but  the  temperature 
remained  rather  above  the  normal  for  some  time.  Discharged 
well  on  November  10. 


Case  XXXIX. 

F.  T.,  set.  19,  draper's  assistant,  admitted  September 
17,  1877.  Had  rheumatic  fever  ten  years  ago;  present 
illness  commenced  on  15th  inst.  with  pains  and  stiffness  in 
several  joints. 

State  on  Admission. — Pulse  96 ;  temperature  103*4°. 
Xnees,  ankles,  and  right  shoulder  painful,  swollen,  and  hot ; 
redness  of  ankles  ;  soft  blowing  systolic  murmur  at  apex  of 
heart ;  skin  dry  ;  rough  grazing  friction  at  base  of  heart. 

Apply  four  leeches  to  prsecordia;  take  15  grains  of 
salicylate  of  soda  every  three  hours. 

September  17. — 10  p.m.     Pulse  88  ;  temperature  102*4°. 

18. — 10  A.M.  Pulse  92  ;  temperature  101*8°.  First  cardiac 
sound  weak  and  almost  inaudible  at  the  apex  of  heart ;  pains 
and  swelling  of  joints  continue. 

10  P.M. — Pulse  80 ;  temperature  100*6°.  Is  wandering  ; 
manner  excited;  pains  very  severe;  eyes  injected. 

19.— 10  A.M.  Pulse  96;  temperature  100*6°.  Patient 
wandering  and  restless  all  night. 

Salicylate  omitted  from  10  p.m.  last  evening.  This  morn- 
ing the  patient  is  restless  and  irritable,  but  sensible ; 
complains  of  pain  in  left  knee  and  right  shoulder ;  pleuritic 
friction  on  left  side ;  crepitation  in  base  of  left  lung  ;  peri- 
cardial friction  at  base  of  heart. 

Resume  salicylate  every  six  hours. 

10  P.M. — Pulse  88 ;  temperature  100*6°.     Is  less  restless. 

20.— 10  A.M.  Pulse  96  ;  temperature  100*6°.  Joints  of 
hands  more  swollen  and  painful. 

Take  salicylate  every  four  hours. 

10  P.M.— Pulse  92;  temperature  101*8°.  Pain  in  left 
hand  much  worse  ;  pain  has  also  returned  in  right  shoulder. 

21.— 10  A.M.  Pulse  80  ;  temperature  102*4°.  Friction  at 
extreme  base  of  left  lung ;  slight  rub  at  apex  of  heart ; 
second  sound  reduplicate  at  base  ;  pains  in  joints  less. 

6  P.M. — Temperature  103*2°. 

10  P.M. — Pulse  92;  temperature  100*6°.  Little  pain 
except  on  movement. 
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22.— 10  A.M.  Pulse  92  ;  temperature  100-6°.  More  pain 
in  knees,  less  in  arms. 

During  this  day  the  temperature  varied  much,  and  ranjred 
from  102-0°  to  lOS^-S". 

10  P.M. — Temperature  102*3°. 

23.  10  A.M.  Pulse  88;  temperature  101-8°.  Still  has 
wandering  pains  in  knees  and  hands ;  heart  sounds  very 
muffled  ;  no  friction  or  murmur. 

10  P.M.— Pulse  80  ;  temperature  102-0°. 

24. — 10  A.M.  Pulse  76  ;  temperature  99*6°.  No  pain  in 
joints. 

10  P.M.— Pulse  72  ;  temperature  99-6°. 

25. — 10  A.M.  Pulse  84;  temperature  97-5°.  No  pain; 
systolic  murmur  at  apex  of  heart ;  no  pericardial  friction ; 
scanty  crepitation  in  bases  of  lungs. 

Take  salicylate  every  six  hours. 

10  P.M. — Pulse  68;  temperature  99*4°. 

The  pain  now  remained  absent,  and  the  temperature 
ranged  from  98-5°  to  99-6°  until  September  30.  The  pulse 
fell  to  56,  became  very  feeble,  and  the  second  sound  of  the 
heart  was  reduplicate  at  the  base.  The  patient  had  repeated 
attacks  of  epistaxis ;  two  drachms  of  brandy  were  given  every 
three  hours,  but  as  the  depression  continued,  the  salicylate 
was  discontinued  on  September  29.  On  September  30,  the 
temperature  rose  to  101*2°,  and  on  October  2  to  102-3'*. 
The  patient  now  again  complained  of  stiffness  in  several 
joints,  and  sweating  recommenced.  The  salicylate  was  then 
ordered  to  be  given  in  doses  of  15  grains  every  four  hours. 

October  3.— 10  a.m.  Pulse  100;  temperature  101-6°. 
Complains  of  pains  in  legs  and  back. 

10  p.m.— Pulse  104  ;  temperature  100*2° ;  had  been  102*8° 
at  2  p.m. 

4. — 10  a.m.  Pulse  100  ;  temperature  100*4°.  Less  pain  ; 
pleuritic  friction  in  left  axilla  ;  deficient  percussion  resonance 
and  harsh  breathing  in  posterior  bases  of  both  lungs  ;  faint 
systolic  murmur  at  apex  of  heart. 

10  P.M.— Pulse  110 ;  temperature  102*2°. 

5. — 10  A.M.     Pulse  112  ;  temperature  101*3°. 

10  P.M.— Temperature  102*2°. 

6. — 10  A.M.  Pulse  100;  temperature  101*6°.  Pains  in 
knees  and  ankles. 

10  P.M. — Pulse  104 ;  temperature  102*3°.  Pulse  small 
and  very  feeble. 

Take  half  an  ounce  of  brandy  every  three  hours. 
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From  October  7  to  12  the  temperature  ranged  from 
101-0°  to  102-8°,  the  pulse  from  92  to  100.  On  the  9th  tliere 
was  pain  in  the  left  shoulder  and  the  pulse  became  very  weak. 
The  brandy  was  increased  from  4  to  6  ounces  in  the  day. 
There  was  much  perspiration,  and  both  a  systolic  and  prse- 
systolic  murmur  were  audible  at  apex  of  heart. 

12.— 10  P.M.  Pulse  96 ;  temperature  99-2°.  No  pain. 
During  the  13th  and  14th  the  temperature  ranged  from  98*0° 
to  100-0°.  There  was  pain  in  the  left  wrist  and  copious 
sweating. 

From  October  14  to  22  there  was  no  pain ;  the  tempera- 
ture was  about  normal,  and  the  patient  being  very  ansemic 
the  medicine  was  discontinued,  and  tincture  of  perchloride  of 
iron  given.  He  improved  very  much  in  appearance  under 
this  treatment,  but  on  October  22  the  pulse  became  more 
rapid  and  the  temperature  rose  to  99-4°. 

25.— 10  A.M.     Pulse  132;    temperature   101-4°.     Right 
wrist,  hand,  and  instep  swollen  and  painful. 
'   Take  salicylate  of  soda,  15  grains  every  three  hours. 

26. — 10  A.M.  Pulse,  16;  temperature  101-2°.  Pains 
continue. 

10  P.M.— Pulse  120 ;  temperature  101-6°. 

27. — 10  a.m.  Pulse  124;  temperature  99-2°.  Has  pain 
now  only  in  the  right  instep. 

10  P.M.— Pulse  120  ;  temperature  100-3°. 

The  temperature  now  fell  rapidly,  and  did  not  exceed  the 
normal  after  noon  of  October  28  ;  it  subsequently  ranged 
from  97-0°  to  98*4°.  There  was  no  return  of  pain  ;  vomiting 
supervened  on  the  28th.  The  salicylate  was  discontinued  on 
November  2,  and  the  patient  was  discharged  convalescent 
towards  the  end  of  the  month. 


Case  XL. 

F.  P.,  sdt.  19,  clerk,  admitted  October  19.  Previous 
health  good ;  present  illness  began  on  October  16  with  pains 
in  the  knees  and  ankles ;  had  rigors  on  the  day  of  admis- 
sion. 

State  on  admission. — Pulse  90 ;  temperature  101-0°. 
Complains  of  pains  in  the  shoulders,  knees,  and  ankles ; 
frontal  headache  ;  sore  throat ;  fauces  congested  ;  dry  rales 
over  front  of  left  lung  ;  heart  sounds  normal. 

8  P.M.     Pulse  96;  temperature  102-6°. 
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20 — 10  a.m.  Pulse  104  ;  temperature  101 '6°.  Cantering 
rhythm  of  heart. 

10  P.M. — Pulse  96  ;  temperature  101*8°. 

21. — 10  A.M.  Pulse  110;  temperature  102'0°.  Pericardial 
friction  just  within  nipple ;  slight  redness  and  tenderness 
of  affected  joints. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

10  P.M. — Temperature  101°. 

22. — 10  a.m.  Pulse  96;  temperature  99 '5°.  Sweating; 
no  pain  except  on  movement;  is  deaf;  pulse  soft  and  com- 
pressible. 

10  P.M. — Pulse  88 ;  temperature  99*8°.  Slight  epistaxis  ; 
increased  deafness. 

Take  salicylate  only  every  four  hours. 

23. — 10  a.m.  Pulse  88  ;  temperature  99'2°.  Complains  of 
pain  in  the  mid-sternum  and  left  shoulder ;  rather  less  deaf. 

10  P.M. — Pulse  76  ;  temperature  99*6°.  Faint  systolic 
murmur  at  apex,  and  slight  rub  at  base  of  heart. 

24. — 10  A.M.     Pulse  72;  temperature  98'8°.     No  pain. 

Take  salicylate  only  every  six  hours. 

10  P.M.— Pulse  76  ;  temperature  99-8°. 

Prom  October  25  to  31  inclusive,  the  temperature  ranged 
from  97-2°  to  99-4°,  the  pulse  from  60  to  74.  Slight  pains 
continued,  but  were  chiefly  felt  on  movement ;  the  systolic 
murmur  did  not  entirely  cease,  and  the  pericardial  rub  was 
heard  for  several  days.  On  November  1  the  salicylate  was 
discontinued,  and  iodide  of  potassium  and  quinine  prescribed 
instead.  On  November  2  the  pulse  and  temperature  began 
to  rise  again.  On  November  3  the  temperature  was  100"  1° 
all  day,  the  pulse  100.  Both  pulse  and  temperature  re- 
mained a  little  elevated,  and  pains  in  the  elbows  and  shoulders, 
with  sweating,  returned.  On  November  16,  the  pains  being 
worse,  but  the  temperature  only  99*3°,  the  salicylate  was 
again  prescribed  in  doses  of  15  grains  every  four  hours.  The 
pulse  and  temperature  were  lowered  at  once,  but  the  pains 
did  not  rapidly  subside.  Deafness  supervened  and  oecame 
extreme.  On  November  26  there  was  still  pain  in  the  left 
elbow.  Discharged,  but  not  altogether  free  from  occasional 
pain  and  a  systolic  murmur,  on  December  14. 

Case  XLI. 

H.  L.,  set.  13  years,  page,  admitted  November  6, 
1877.     Previous  health  good;  no  history  of  rheumatism  in 
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family ;  present  illness  commenced  a  few  days  ago  with 
shivering  and  chilliness,  followed  by  pains  in  the  knees. 

State  on  admission. — Pulse  188 ;  temperature  103°. 
Knees  swollen  and  painful  when  touched ;  complains  of 
pain  in  the  prsecordia,  increased  by  deep  breathing;  skin 
hoi  and  dry  ;  cantering  rhythm  of  heart ;  both  sounds  rough. 

10  P.M. — Pulse  140;  temperature  101-6°. 

Nov.  7.— 10  A.M.  Pulse  132  ;  temperature  101-4°.  Both 
ankies  and  knees  swollen  and  very  painful ;  much  tenderness 
over  the  prsecordia ;  cantering  rhythm  continues. 

Take  15  giains  of  salicylate  of  soda  every  three  hours. 

10  P.M. — Pulse  128;  temperature  102-4°.  Has  been  wan- 
dering; is  very  restless. 

8. — 10  A.M.  Pulse  112;  temperature  99*2°.  Pains  in 
limbs  better ;  deafness ;  faint  friction  inside  left  nipple. 

10  P.M. — Temperature  99°. 

The  temperature  now  fell,  and  only  on  a  few  occasions 
during  the  following  week  rose  to  99-6°,  being  for  the  most 
part  normal,  or  a  little  below  the  normal  standard ;  the  pulse 
ranged  from  80  to  100.  Cardiac  friction  and  a  systolic  mur- 
mur were  persistently  audible,  and  there  still  remained  some 
pain  and  tenderness  over  the  prsecordia;  the  pains  in  the 
limbs  soon  passed  away.  The  boy  became  exceedingly  deaf. 
On  November  1 3  the  tongue  was  very  dry,  and  vomiting  had 
set  in ;  the  salicylate  was,  therefore,  discontinued.  On  Nov. 
17  the  temperature  rose  to  100-6°  and  the  pulse  to  100,  and 
continued  so  until  the  19th,  when  the  patient  complained 
of  pains  in  both  knees  and  right  shoulder.  At  10  p.m.  the 
pulse  was  96;  the  temperature  103-1°. 

20.— 10  A.M.  Pulse  100 ;  temperature  100-2°.  Both  knees 
and  left  elbow  are  swollen,  hot,  and  tender ;  both  cardiac 
sounds  rough. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

The  pulse  and  temperature  fell  to  the  normal  height  on 
the  21st.  On  November  30  there  was  extreme  headache,  and 
the  medicine  was  left  ofF.  On  December  8  there  was  another 
accession  of  pains  with  fever,  which  subsided  rapidly,  and  the 
patient  was  discharged  convalescent,  but  with  a  systolic  apex 
murmur,  on  January  14. 

Case  XLII. 

M.  R.,  set.  24  years,  servant,  admitted  June  4,  1877. 
Previous  health  good ;  illness  commenced  on  May  28  with 
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pahis  in  the  knees,  followed  next  day  by  pains  in  elbows  and 
other  joints. 

ii'tate  on  admission. — Pulse  92  ;  temperature  99*1°.  Both 
knees,  left  wrist,  elbows,  and  shoulders  painful ;  first  cardiac 
sound  rough ;  no  definite  murmur  or  friction. 

9  P.M. — Pulse  108;  temperature  101°.  Pains  more  se- 
vere ;  has  pain  in  mid-sternum. 

June  6. — 9  a.m. — Pulse  88  ;  temperature  lOO*^".  Pain  and 
swelling  of  every  joint  of  left  upper  and  lower  extremities, 
and  also  in  right  ankle,  and  wrist. 

9  P.M. — Pulse  96 ;  temperature  101"4°.  Much  pain  in 
joints. 

7. — 9  A.M.  Pulse  100 ;  temperature  100'1°.  Pains  un- 
changed. 

9  P.M. — Pulse  105  ;  temperature  102*8°. 

8. — 9  A.M. — Pulse  92 ;  temperature  100°.  Knuckles  of 
right  hand  much  swollen,  red,  and  very  painful ;  pains  else- 
where as  yesterday. 

Take  30  grains  of  salicylate  of  soda  every  two  hours. 

10  P.M.— Temperature  100-2°. 

9. — 9  A.M.  Pulse  116;  temperature  101*4°.  Sour  sweat- 
ing. Complains  of  head  being  hot  and  stupid ;  is  not  quite 
coherent ;  wandered  last  night. 

9  P.M. — Pulse  116;  temperature  99*4°.  Has  pain  in  left 
wrist  only  ;  deaf;  seems  weak. 

10. — 9  A.M.  Pulse  100 ;  temperature  99*3°.  Passed  a 
restless,  delirious  night ;  pulse  weak  ;  headache ;  deaf ;  faint 
blowing  systolic  murmur  at  apex  of  heart;  pericardial  rub 
at  base  ;  slight  epistaxis  last  evening. 

Take  salicylate  only  every  four  hours. 

9  P.M. — Pulse  120;  temperature  100'8°.  Headache; 
sickness  after  medicine ;  throat  dry  ;  deafness. 

Omit  salicylate. 

11. — 9  A.M.  Pulse  100;  temperature  98*8°.  No  pain  in 
joints ;  slight  epistaxis ;  systolic  murmur  and  pericardial 
friction  still  audible. 

10  P.M. — Pulse  100 ;  temperature  101*4°. 

12.— Temperature  from  99°  to  99*6°  all  day.  Pulse 
90.     No  pain  ;  still  sweating. 

13. — 9  A.M.  Pulse  76 ;  temperature  99*6°.  Sour  sweat- 
ing ;  has  recurrence  of  pain ;  heat  and  redness  in  several 
joints. 

Take  salicylate  of  soda,  30  grains,  every  four  hours. 

9  P.M.— Pulse  88,  small  and  compressible ;  tempera- 
ture 100°. 
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14. — 9  A.M.  Pulse  92 ;  temperature  101  '3°.  Pains  in  knees, 
shoulders,  elbows,  and  right  wrist. 

Take  the  salicylate  every  two  hours. 

9  P.M. — Pulse  88  ;  temperature  100°.  Headache  ;  profuse 
sweating. 

15. — 9  A.M.  Pulse  92  ;  temperature  98*6.  Very  little  pain 
in  joints  ;  deafness  has  returned. 

The  temperature  now  never  exceeded  99'4'',  and  was 
commonly  quite  normal.  The  pulse  ranged  from  60  to  90. 
On  June  16  severe  retching  and  sickness  set  in;  the  throat 
became  dry,  the  hands  tremulous,  and  the  patient  restless  at 
night.  The  deafness  also  continued  for  some  days.  Slight 
pains  recurred  from  day  to  day  ;  more  or  less  sweating  con- 
tinued, and  pericardial  friction  was  noted  on  June  21.  The 
salicylate  was  reduced  to  a  dose  every  eight  hours  on  June  18, 
and  discontinued  on  June  24.  Discharged  well,  and  without 
any  cardiac  murmur,  on  July  13. 


Case  XLIII. 

T.  L.,  set.  25  years,  carpenter,  admitted  February  5, 
1878.  Father  gouty;  has  had  three  previous  attacks  of 
rheumatic  fever.  Illness  commenced  on  3rd  inst.  with  pains 
in  knees  and  ankles. 

8tate  on  admission. — Pulse  116;  temperature  101*4*'. 
Right  wrist,  and  both  knees  and  ankles  swollen,  red,  and 
tender ;  pain  in  prsecordia ;  systolic  murmur  and  rough 
second  sound  at  base  of  heart. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

10  P.M. — Pulse  120  ;  temperature  102-1°.     Skin  moist. 

February  6. — 10  a.m.  Pulse  108 ;  temperature  102*4°. 
Pains  in  joints  easier  ;  profuse  perspiration. 

10  P.M.— Pulse  80;  temperature  101*2°. 

7. — 10  A.M.  Temperature  101°.  Free  from  pain  in  joints  ; 
pericardial  friction. 

9  P.M. — Temperature  100*4.° 

8. — 9  a.m.  Pulse  88  ;  temperature,  99°.  Only  slight  pain 
in  right  knee. 

9  P.M. — Temperature  98*6°. 

From  February  9  to  14  inclusive  the  temperature  was 
normal  or  subnormal ;  the  pulse  ranged  from  76  to  84 ; 
there  was  no  pain ;  systolic  murmur  at  apex  of  heart,  also 
audible  at  the  angle  of  scapula.     Friction  still  continued. 
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The  medicine  was  reduced  first  to  three  times  and  then  to 
twice  a  day,  and  discontinued  on  the  14th. 

15. — Pains  began  to  recur,  and  the  temperature  rose 
slightly.  On  the  17th  the  temperature  was  100*8°,  and  the 
ankles  had  become  swollen  and  painful.  On  Feb.  18  and  19 
the  temperature  was  101*8°,  and  there  were  pains  in  the 
wrists. 

19. — Take  salicylate  of  soda,  15  grains,  every  two  hours. 

9  P.M.     Pulse  120  ;  temperature  102°. 

20. — 9  a.m.  Pulse  104 ;  temperature  100*6°.  Sweating; 
pericardial  friction ;  pains  in  wrist  less  severe. 

9  P.M.— Pulse  100  ;  temperature  100*6°. 

21.— 9  A.M.  Pulse  104 ;  temperature  99*6°.  Still  pain 
in  right  wrist ;  sweating  freely. 

The  temperature  fell  next  day  to  normal,  and  continued 
so  until  the  beginning  of  March.  Sickness  supervened  on 
Feb.  23,  and  the  salicylate  was  left  off  on  the  26th. 

A  return  of  fever  and  pains  in  the  joints  occurred  early  in 
March,  with  profuse  sweating.  For  some  days  this  relapse 
was  treated  with  iodide  of  potassium  only ;  but  on  March  7, 
the  joints  of  both  hands  being  swollen  and  very  painful,  and 
the  temperature  over  101°,  15  grains  of  salicylate  of  soda 
were  ordered  to  be  given  every  four  hours,  small  doses  of 
brandy  being  administered  at  the  same  time. 

9  P.M. — Pulse  108  ;  temperature  101*6°. 

8.— 10  A.M.  Pulse  100;  temperature  100*0°.  Paina 
much  better ;  systolic  murmur  at  apex ;  friction  at  base  of 
heart. 

9  P.M.— Temperature  98*7°. 

From  the  8th  to  23rd  of  March  the  temperature  ranged 
from  97°  to  98*6°,  the  pulse  from  68  to  90.  The  pains 
subsided,  and  the  pericardial  friction  became  less  loud. 
The  salicylate  was  reduced  to  a  dose  every  six  hours  on 
March  9,  further  reduced  to  three  times  a  day  on  the  13th, 
and  finally  omitted  on  the  16th.  On  March  24  there  was 
return  of  pain  in  the  right  knee  and  sweating,  and  the  tempe- 
rature rose  to  101°.  The  fever  and  pains  continued  until 
March  27,  when,  the  wrist  and  knee-joints  having  become 
swollen  and  painful,  the  pulse  being  126,  and  the  tempera- 
ture 101*4°,  15  grains  of  salicylate  of  soda  were  again  ordered 
to  be  taken  every  four  hours. 

9  P.M. — Temperature  101*6°. 

28.-9  A.M.     Pulse  96 ;  temperature  101*5°. 

9  P.M. — Pulse  88  ;  temperature  100*6°. 
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Next  day  the  temperature  fell  to  the  normal,  and  the 
patient  again  impi'oved.  The  salicylate  was  gradually  dis- 
continued, and  finally  left  off  on  April  6. 

A  few  days  later  the  temperature  again  rose,  and  there 
was  a  return  of  pains,  but  less  severe.  The  salicylate  was 
not  again  prescribed,  and  the  patient  was  discharged,  on 
April  25,  with  an  apex  systolic  murmur. 


Case  XLIV. 

F.  A.,  set.  14  years,  admitted  March  20,  1878.  Father 
has  had  rheumatic  fever,  and  patient  has  himself  had  one 
previous  attack ;  present  illness  commenced  with  pains  in  the 
principal  joints  about  three  weeks  since ;  he  had,  however, 
returned  to  work  when  the  pains  in  the  joints  recurred,  and 
he  experienced  pain  in  the  prsscordia. 

State  on  admission, — Pulse  84  ;  temperature  99°.  Skin 
moist ;  both  knees  swollen,  hot,  and  painful ;  apex  of  heart 
beats  outside  and  below  nipple  ;  impulse  heaving  and  dif- 
fused ;  compound  murmur  at  base ;  faint  systolic  murmur  at 
apex  ;  pericardial  friction  over  prsecordia. 

9  P.M. — Pulse  88  ;  temperatm-e  102-2°.     Urine  normal. 

March  21.— 9  a.m.  Pulse  90 ;  temperature  98*4°.  Sweat- 
ing ;  no  pain. 

9  P.M. — Pulse  90  ;  temperature  100-2°. 

For  several  days  the  temperature  ranged  from  98*5°  to 
100*6°,  but  the  patient  did  not  become  worse.  On  March  24, 
the  pains  having  increased,  and  the  morning  temperature 
being  99-4°,  15  grains  of  salicylate  of  soda  were  ordered  to  be 
taken  every  four  hours.  The  temperature  fell  within  a  few 
hours,  and  on  March  28  the  salicylate  was  reduced  to  a  dose 
every  six  hours,  and  on  the  30th  to  a  dose  three  times  a  day. 
On  April  8,  the  boy  appearing  to  be  weak  and  anaemic,  the 
salicylate  was  discontinued  and  citrate  of  iron  substituted. 
On  April  10  the  temperature  rose  to  100-4°,  and  the  pulse  to 
100  ;  sweating  and  pains  in  both  knees  and  ankles  recurred  ; 
and,  as  the  fever  increased  and  the  pains  attacked  other 
joints,  15  grains  of  salicylate  were  ordered  to  be  taken  every 
four  hours  on  April  11. 

April  12. — 9  P.M.  Pulse  116;  temperature  101-5°. 
Sweating. 

13. — 9  A.M.  Pulse  104;  temperature  98-6°.  The  tem- 
perature now  kept  normal  or  subnormal,  and  the  pulse  quiet 
until  April  29  ;  the  patient  was  likewise  free  from  pain.     On 
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April  15  tlie  salicylate  was  reduced  to  a  dose  three  times  a 
day,  and  on  the  17th,  in  consequence  of  the  occurrence  of 
vertigo  and  severe  headache,  it  was  reduced  to  one  dose  daily. 
Brandy  was  also  prescribed  in  small  doses.  On  April  26  the 
medicine  was  altogether  discontinued.  Two  transient  attacks 
of  fever,  with  pains  and  sweating,  subsequently  occurred ; 
each  lasted  four  or  five  days,  but  salicylate  was  not  again  had 
recourse  to,  and  the  patient  was  discharged  convalescent, 
but  with  the  cardiac  murmur,  on  June  28. 

Case  XLV. 

E.  B.,  set.  46,  servant,  admitted  October  21,  1878.  Has 
already  had  one  attack  of  rheumatic  fever.  Present  illness 
commenced  a  week  before  admission  with  wandering  pains 
in  the  limbs. 

8tate  on  admission. — Pulse  114 ;  temperature  100*6°. 
Pain  of  shoulders,  and  pain  and  swelling  of  both  knees  and 
right  wrist ;  occasional  sibilus  over  chest ;  thrill  at  apex  of 
heart ;  well-pronounced  prsesystolic  murmur  and  roughness 
of  first  sound. 

9  P.M. — Temperature  102*6''. 

October  23.-9  a.m.     Pulse  96;  temperature  100*6". 

9  P.M. — Pulse  112  ;  temperature  102*4°. 

24. — 9  A.M.  Pulse  100  ;  temperature  100*7°.  Knees  are 
less  painful ;  now  complains  of  pains  in  the  hips  and 
shoulders. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  104;  temperature  102*5°. 

25.-9  A.M.     Pulse  95  ;  temperature  100*8°. 

9  P.M. —  Pulse  96;  temperature  100*4°. 

26. — 9  A.M.  Pulse  84;  temperature  98*4°.  Feels  much 
better  ;  has  now  pain  only  in  right  wrist  and  hips. 

9  P.M. — Temperature  99°. 

27. — 9  A.M.  Pulse  84;  temperature  98°.  Complains  of 
deafness,  giddiness,  and  tinnitus  aurium. 

Omit  salicylate. 

Remained  free  from  pain  until  the  evening  of  the  30th, 
when  pains  returned  in  both  knees;  the  temperature  had 
previously  risen  to  100°.  Next  day  there  was  pain  in  the 
right  wrist,  and  at  9  p.m.  the  pulse  was  92,  and  the  tempera- 
ture 102°. 

Take  10  grains  of  salicylate  of  soda  every  four  hours. 

November   1. — 9   a.m.     Pulse    92 ;     temperature    99*4°. 
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Skin  hot  and  dry ;  complains  of  feeling  sick ;  pains  dimi- 
nished. 

9  P.M. — Pulse  96 ;  temperature  102°. 

November  2. — 9  a.m.  Pulse  88;  temperature  99'0°.  Still 
pain  in  right  hand  and  shoulder. 

9  P.M. — Pulse  88  ;  temperature  100*6°. 

3. — 9  A.M.  Pulse  76  ;  temperature  99°.  Sour  sweating ; 
no  pains ;  deaf. 

9  P.M. — Pulse  88  ;  temperature  98-2°. 

4. — 9  A.M.  Pulse  68,  irregular  and  intermittent ;  tem- 
perature 98*2°.     Deafness  increased. 

Omit  salicylate  ;  brandy,  2  drachms,  every  three  hours. 

The  temperature  beginning  to  rise  during  the  day,  the 
salicylate  was  resumed,  but  next  day,  the  impulse  of  the 
heart  having  become  feeble,  and  other  symptoms  of  the 
effect  of  the  medicine  having  manifested  themselves,  it 
was  reduced  to  a  dose  three  times  a  day. 

The  temperature  now  kept  normal  or  subnormal  until 
Nov.  12  ;  pulse  about  74.  Patient  complained  of  so  much 
oppression  at  the  chest  on  the  9th  that  the  salicylate  was 
again  discontinued. 

On  Nov.  12  felt  rather  chilly,  and  in  the  evening  the 
left  wrist  and  some  of  the  small  joints  of  the  hand  be- 
came painful  and  swollen.  Pulse  92 ;  temperature  101*8°. 
This  continued  until,  on  the  14th,  other  joints  also  became 
painful,  the  rhythm  of  the  heart  cantering,  and  the  tempera- 
ture persistent  at  101*6°. 

Take  10  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  100 ;  temperature  102°.     Has  been  sick. 

15. — 9  A.M.     Pulse  96 ;  temperature  99*8°.     Pains  less. 

9  P.M. — Pulse  96;  temperature  101*2°. 

16.— 9  A.M.     Pulse  88  ;  temperature  99*8°.     Deaf. 

9  P.M. — Pulse  84 ;  temperature  98°. 

The  temperature  now  kept  normal  or  subnormal;  the  pulse 
ranged  from  56  to  80.  The  action  of  the  heart  became  irre- 
gular ;  deafness  increased  ;  the  patient  complained  of  hum- 
ming noises  in  the  head,  and  was  very  sick.  Brandy  was 
administered  in  increasing  doses,  and  the  medicine  was 
reduced  to  a  dose  every  eight  hours  on  November  20,  to 
twice  a  day  on  the  27th,  and  finally  omitted  on  December  4. 
Discharged,  with  the  cardiac  murmurs,  as  on  admission,  on 
December  10. 
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Case  XLVI. 

E.  R.,  set.  31  years,  dressmaker,  admitted  January  8, 
1879.  Had  rheumatic  fever  in  childhood;  healtli  subsequently 
good.  Present  attack  commenced  with  pains  in  the  wrists 
and  knees  on  the  5th  inst. 

State  on  admission. — Pulse  100  ;  temperature  101'2°.  Both 
knees  and  ankles  are  swollen  and  painful ;  faint  systolic 
murmur  at  apex  of  heart. 

9  P.M. — Pulse  100 ;  temperature  100-8°.  Pains  have 
increased. 

January  9. — 9  a.m.    Pulse  104 ;  temperature  98*8°. 

1  P.M. — Temperature  101 '4°.  Pericardial  friction  ;  com- 
plains of  pain  in  lower  part  of  sternum ;  pains  in  joints 
more  severe. 

Take  30  grains  of  salicylate  of  soda  every  two  hours, 
for  four  times. 

10. — 9  A.M.  Pulse  96  ;  temperature  101-2°.  Pains  in- 
creased ;  pericardial  friction  very  loud. 

Repeat  the  salicylate  every  two  hours  for  four  times. 

9  P.M. — Pulse  98 ;  temperature  100-8°.  Is  easier ;  slight 
deafness. 

11. — 9  a.m.  Pulse  98;  temperature  100°.  Pulse  feeble; 
right  hand  only  painful. 

Repeat  salicylate  every  two  hours  for  four  times ;  2 
drachms  of  brandy  every  three  hours. 

9  P.M. — Pulse  84;  temperature  99*1°. 

12. — 9  A.M.  Pulse  72  ;  temperature  98-4°.  Pains  greatly 
relieved  ;  pericardial  friction  continues. 

Take  salicylate  every  two  hours  for  three  times. 

9  P.M.— Pulse  88  ;  temperature  99*4°. 

13. — 9  A.M.  Pulse  72  ;  temperature  99°.  Left  ankle  and 
both  knees  are  again  painful. 

Take  30  grains  of  salicylate  every  two  hours  for  four  times. 

9  P.M. —  Pulse  84  ;  temperature  99-2°. 

14. — 9  A.M.  Pulse  88  ;  temperature  99-6°.  Pains  and 
pericardial  friction  continue. 

Take  15  grains  of  salicylate  every  two  hours. 

The  temperature  now  ranged  from  98*6°  to  99-2°  until 
January  27  ;  the  pulse  from  72  to  96.  The  pains  continued 
severe  until  the  1 8th,  and  then  subsided ;  headache,  vertigo, 
and  deafness  now  supervened.  The  salicylate  was  reduced  to 
a  dose  every  three  hours  on  the  18th,  and  omitted  on  January 
31,  on  account  of  an  attack  of  diarrhoea,  attended  by  griping. 
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On  February  1  pain  again  reappeared  in  the  right  knee 
and  ankle ;  on  the  3rd  other  joints  became  aflFected,  and  the 
patient  had  an  anxious  aspect,  and  could  not  rest  without 
opiates ;  the  temperature  rose  to  101-2°,  and  the  pulse  to 
108. 

Take  15  grains  of  salicylate  of  soda  every  two  hours; 
brandy,  half  an  ounce,  every  four  hours. 

February  4. — 9  a.m.  Pulse  116;  temperature  101- 6°.  Pains 
easier.    Perspiring  copiously. 

9  P.M.— Pulse  100 ;  temperature  100-8°. 

5. — 9  A.M.  Pulse  96 ;  temperature  99-2°.  Is  free  from 
pain  in  the  joints,  but  has  pain  in  the  abdomen,  and  has 
been  retching ;  sweating  freely.     Bowels  relaxed. 

9  P.M.— Pulse  92 ;  temperature  99-2°. 

The  temperature  was  now  normal  until  February  10.  The 
salicylate  was  discontinued  on  the  7th,  in  consequence  of 
severe  headache.  On  February  11  the  morning  temperature 
was  99*6°,  and  the  evening  100'8°;  and  the  right  knee  had 
again  become  painful. 

12.— 9  A.M.  Pulse  102;  temperature  99°.  Knees  and 
ankles  hot  and  painful. 

Take  salicylate  of  soda,  15  grains,  every  four  hours. 

9  P.M.— Temperature  99-6°. 

13. — 9  a.m.  Pulse  100;  temperature  100-4°.  Pains  de- 
creased. 

9  P.M. — Temperature  100°. 

Next  day  the  temperature  was  subnormal,  and  the  pulse 
84 ;  the  patient  was  generally  better,  and  had  very  little  pain. 
The  improvement  was  progressive,  and  the  salicylate  was 
reduced  to  a  dose  every  six  hours,  on  the  18th,  to  three  times 
a  day  on  the  22nd,  and  discontinued  on  the  26th.  On  March 
2  there  was  again  a  rise  of  temperature  to  100°,  and  of 
pulse  to  96,  with  return  of  pains  in  the  left  elbow,  knee,  and 
ankle.  The  salicylate  was  resumed  every  two  hours,  and  the 
fever  and  pains  again  speedily  gave  way. 

Discharged,  at  her  own  request,  on  March  13. 

Case  XLVII. 

C.  B.  W.,  set.  21,  colourer,  admitted  January  24,  1879. 
Previous  health  good ;  illness  began  a  few  days  before  admis- 
sion with  pain  and  swelling  of  the  left  ankle,  and  copious 
perspiration. 

State   on    admission. — Pulse    100;    temperature    100-6°. 
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Left  ankle  much  swollen,  hot,  red,  and  very  painful.     Faint 
thrill  and  loud  systolic  murmur  at  the  apex  of  heart. 

9  P.M. — Pulse  100;  temperature  103-0°.     Restless. 

January  25. — 9  A.M.  Pulse  92;  temperature  lOl*!**. 
Sweated  freely  during  night.     Left  knee  painful. 

9  P.M. — Pulse  104;  temperature  102*4°. 

26. — 9  A.M.  Pulse  92;  temperature  101*6°.  Left  knee 
more  painful. 

9  P.M. — Pulse  100;  temperature  102*9°. 

27.-9  A.M.  Pulse  88 ;  temperature  100*2°.  Pain  in  left 
knee  and  ankle  much  better ;  right  ankle  slightly  painful. 

9  P.M.— Pulse  96;  temperature  102*6°. 

28. — 9  a.m.  Pulse  88  ;  temperature  100*4°.  Much  pain 
in  right  knee,  and  some  pain  in  hips. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Temperature  102°. 

29. — 9  A.M.  The  temperature  has  ranged  from  100°  to 
101°  during  the  night;  it  is  now  99°;  pulse  88.  Slept 
well.  Pains  decreased.  Slight  deafness;  feels  sick  after 
medicine.     Sweating. 

Take  2  drachms  of  brandy  every  three  hours. 

9  P.M. — Pulse  76  ;  temperature  100*4°. 

30. — 9  A.M.  Pulse  80;  temperature  98*2°.  Has  only 
occasional  twinges  of  pain  in  joints.  Complains  of  sore 
throat,  deafness,  vertigo,  and  buzzing  in  the  ears ;  perspiring 
freely ;  back  of  fauces  covered  with  tenacious  mucus. 

Take  salicylate  only  every  three  hours. 

9  P.M. — Pulse  76 ;  temperature  98*6°. 

The  temperature,  with  one  exception,  now  remained 
normal  until  February  25.  On  January  31  there  was  sick- 
ness and  diarrhoea ;  three  minims  of  tincture  of  opium  were 
added  'to  each  dose  of  medicine,  which  was  now  reduced  to  a 
dose  every  four  hours.  The  pains  ceased,  but  sweating  con- 
tinued; sickness  occasionally  occurred.  On  February  11, 
when  there  had  been  no  pain  for  several  days,  the  salicylate 
was  omitted ;  it  had  been  continued  every  four  hours  up 
to  that  date.  On  February  24  pain  was  felt  in  both  arms 
and  shoulders ;  sweating  still  continued  at  night. 

February  26.-9  a.m.  Pulse  108;  temperature  103*1°. 
Skin  moist;  complains  of  pains  in  legs;  ankles  slightly 
swollen  and  tender. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

27. — 9  a.m.  Pulse  112  ;  temperature  101*8°.  Copious 
sweating ;  right  ankle  swollen,  red,  and  very  painful. 
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9  P.M. — Temperature  101-2°. 

28. — 9  A.M.  Pulse  100  ;  temperature  100°.  No  pain  ex- 
cept on  movement. 

9  P.M. — Pulse  96  ;  temperature  100-6°. 

March  1. — 9  a.m.     Pulse  85  ;  temperature  99°. 

1  P.M. — Temperature  101*4°. 

Take  the  salicylate  every  two  hours. 

9  P.M. — Temperature  99-4°. 

The  temperature  now  again  became  normal ;  the  pains 
left,  but  sweating  continued.  On  March  2  sickness  set  in, 
and  the  medicine  was  reduced  to  a  dose  every  four  hours. 
Next  day,  although  the  temperature  had  again  risen  to 
100°,  the  sickness  continuing,  the  medicine  was  discon- 
tinued. At  night  the  temperature  was  102-6°,  and  it  ranged 
during  the  following  three  days  from  101-8°  to  103°.  On 
March  10,  there  being  some  threatening  of  a  relapse  of  pain, 
the  salicylate  was  again  prescribed  in  doses  of  15  grains 
every  three  hours  ;  this  again  caused  sickness  and  diarrhoea ; 
three  minims  of  tincture  of  opium  were  added  to  the 
salicylate,  and  in  two  days  the  temperature  fell  to  the 
normal.  On  March  14  the  salicylate  was  reduced  to  a  dose 
every  six  hours,  on  the  16th  to  a  dose  every  eight  hours,  and 
it  was  finally  omitted  on  the  21st.  After  its  omission  the 
temperature  rose  to  101°,  but  fell  again  in  a  couple  of  days, 
and  the  patient  was  discharged  convalescent  at  the  end  of 
March. 

Case  XLVIII. 

E.  P.,  set.  21  years,  admitted  on  May  3,  1879.  Had 
rheumatic  fever  at  10  years  of  age;  father  was  likewise 
rheumatic.  Illness  commenced  about  a  week  ago  with 
pains  in  the  loins  and  knees,  and  sweating  at  night. 

State  on  admission. — Pulse  104  ;  temperature  102-8°.  Has 
pain  in  most  of  the  larger  joints ;  right  wrist,  knee,  and  ankle 
swollen  and  tender ;  high-pitched  systolic  murmur  at  apex 
of  heart. 

9  P.M. — Pulse  120  ;  temperature  102-4°. 

May  6.-9  a.m.  Pulse  128  ;  temperature  100-3°.  Pains 
much  the  same. 

9  p.m.— Pulse  108  ;  temperature  102-5°. 

7. — 9  a.m.  Pulse  100;  temperature  101-9°.  Pulse  inter- 
mitting ;  pains  easier. 

9  p.m. — Pulse  104  ;  temperature  102-3°.  Severe  pain  in 
the  left  sterno-clavicular  articulation  ;  slight  delirium. 
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8. — 9  A.M.  Pulse  108;  temperature  103°.  Right  knee 
very  painful,  red,  and  swollen ;  complains  of  pain  over  the 
middle  of  sternum ;  heart's  rhythm  cantering ;  wandered 
during  night. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M. — Pulse  104;  temperature  101*8°. 

9. — 9  A.M.  Pulse  104 ;  temperature  99'2°.  Urine,  sp.  gr. 
1031,  acid,  albumen  one-seventh.  Had  a  restless  night. 
Complains  of  pain  across  the  loins. 

9  P.M. — Pulse  127  ;  temperature  100'8°.  Has  pleurisy 
on  the  left  side. 

10. — 9  A.M.  Pulse  84  ;  temperature  98-8°.  Pulse  inter- 
mittent ;  tongue  dry  and  brown  ;  wandered  much  during 
night ;  is  free  from  pain. 

9  P.M.— Pulse  88  ;  temperature  101-6°. 

11. — 9  A.M.  Pulse  88;  temperature  98*5°.  Slept  better, 
free  from  pain ;  coarse  pleuritic  friction  on  left  side ;  rhon- 
chus  over  front  of  lungs. 

Take  salicylate  of  soda,  15  grains,  every  four  hours. 

9  P.M. — Pulse  96  ;  temperature  100'4°. 

12.— 9  A.M.  Pulse  96;  temperature  100-4°.  Pleuritic 
friction  over  left  side,  and  also  at  right  posterior  base.  Pulse 
intermittent ;  can  move  limbs  freely. 

9  P.M.— Pulse  96  ;  temperature  100-6°. 

13. — 9  A.M.  Pulse  96 ;  temperature  99-6°.  Urine  shows 
a  bare  trace  of  albumen. 

From  this  date  until  May  22  the  temperature  never 
rose  above  99-6°,  and  the  pulse  ranged  from  72  to  90.  On 
May  14  there  was  reduplication  of  the  first  cardiac  sound  at 
the  base.  Two  ounces  of  brandy  daily  were  then  ordered,  and 
the  salicylate  given  only  every  four  hours.  On  the  17th,  the 
temperature  being  quite  normal  and  the  pulse  quiet,  it  was 
reduced  to  three  doses  in  the  day.  On  May  19  the  mouth  be- 
came aphthous,  and  the  salicylate  was  omitted.  On  May  23 
there  was  pain  in  the  right  knee,  and  the  evening  tem- 
perature rose  to  101*4°  During  the  next  two  days  the 
temperature  was  over  99°  in  the  morning,  and  101-3°  in 
the  evening.  Pains  now  returned  in  several  joints.  On 
May  28  the  right  knee  and  left  wrist  were  swollen,  and 
the  other  knee  and  ankles  were  painful.  Pulse  92  ;  tem- 
perature 102-1°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  72,  intermittent ;  temperature  102*8°. 

29.-9  A.M.     Pulse  72,  thrilling;  temperature  98-2^ 
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The  temperature  and  pulse  now  remained  normal  until 
June  7.  On  May  31  the  salicylate  was  reduced  to  three 
doses  a  day,  and  on  June  3  it  was  omitted.  On  the  evening 
of  June  7  the  temperature  rose  and  kept  a  little  over  the 
standard  of  health  until  June  10,  when  it  was  101*7°,  and 
the  pulse  108.  The  patient  now  complained  of  pains  in  the 
knees.  Slight  pleurisy  again  occurred.  On  the  evening  of 
June  14  the  temperature  was  103*2°,  and  the  right  wrist 
and  hand  were  swollen,  red,  and  very  painful.  Next  day 
15  grains  of  salicylate  of  soda  were  ordered  every  four 
hours.  In  thirty  hours  the  temperature  again  fell,  and  the 
pulse  became  normal  in  frequency.  The  pains  entirely  sub- 
sided, and  the  patient  was  discharged  convalescent  on  July 
18.  The  systolic  murmur  and  a  slight  prefix  to  the  systole 
were  still  audible. 

Case  XLIX. 

A.  B.,  set.  22  years,  nurse,  admitted  April  29,  1879. 
Previous  health  good ;  illness  began  two  or  three  days 
before  admission  with  pains  in  various  joints. 

State  on  admission. — Pulse  120 ;  temperature  101*2°. 
Knees  and  left  wrist  swollen,  red,  and  tender ;  pain  also  in 
right  ankle  and  shoulder ;  skin  dry ;  dry  rales  over  lungs 
and  scanty  crepitation  in  base  of  left  lung. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

April  30.— 9  A.M.  Pulse  120  ;  temperature  102*1°.  Sweat- 
ing ;  joints  continue  painful. 

Take  salicylate  every  two  hours. 

9  P.M. — Pulse  124;  temperature  101*8°.     Very  restless. 
May  1. — 9  a.m.     Pulse  100  ;  temperature  99*5°.     Adven- 
titious sounds  in  lungs  have  nearly  cleared  ofiP. 

10  P.M.— Pulse  92  ;  temperature  100*2°. 

2. — 9  A.M.  Pulse  100 ;  temperature  100°.  Pains  easier  ; 
is  rather  deaf. 

9  P.M. — Pulse  88  ;  temperature  100°. 

3. — 9  A.M.  Pulse  84  ;  temperature  99°.  Free  from  pain ; 
perspires  much. 

9  P.M. — Pulse  92  ;  temperature  98*1°. 

Take  salicylate  every  four  hours. 

The  temperature  kept  about  99°  until  May  8.  On  this 
day  the  left  wrist  again  became  hot,  swollen,  and  tender, 
and  there  was  some  pain  in  the  left  leg ;  the  temperature 
rose  to  100*4°.  The  salicylate  was  increased  to  a  dose  every 
four  hours.  During  the  next  two  days  the  temperature 
ranged  from  101°  to  103°,  and  the  pains  increased. 
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11. — 9a.m.  Pulse  116;  temperature  103°.  Perspiring; 
right  arm  very  painful. 

Take  15  grains  of  salicylate  of  soda  every  two  hours. 

9  P.M.— Temperature  101-6°. 

12. — 9  A.M.  Pulse  116  ;  temperature  101*5°.  Has  pain 
on  left  side  of  thorax ;  pleuritic  effusion  into  left  pleura ; 
less  pain  in  joints ;  sweating. 

9  P.M. — Pulse  100  ;  temperature  101*9°. 

The  temperature  remained  stationary  on  the  13th,  but 
became  normal  on  the  15th.  The  pains,  though  not  gone, 
were  much  easier.  The  salicylate  was  reduced  to  a  dose 
every  four  hours,  and  on  17th  to  three  times  a  day.  On  the 
21st  there  was  some  return  of  pain,  and  the  temperature  rose 
to  101*2°.  These  pains  increased,  and  the  temperature  kept 
above  the  normal  until,  on  May  24,  the  right  knee  and  left 
ankle  became  swollen  and  painful,  and  there  were  less 
pronounced  pains  in  other  joints.  Pulse  96  ;  temperature 
101*3°. 

Take  15  grains  of  salicylate  of  soda  every  four  hours. 

9  P.M. — Pulse  104  ;  temperature  102*4°. 

The  next  two  days  the  temperature  ranged  from  100° 
to  101*5°,  and  the  pains  subsided.  From  May  28  until  June 
15  the  temperature  was  normal,  and  the  pulse  ranged  from 
84  to  56.  The  pains  left  entirely  on  May  31,  and  on  June 
2  the  salicylate  was  discontinued.  Discharged  well  on 
June  24. 

Case   L. 

E.  H.,  set.  19,  housemaid,  admitted  on  July  21,  1879. 
Previous  health  good.  Present  illness  commenced  a  few 
days  before  admission  with  pains  in  knees,  ankles,  and 
shoulders. 

8tate  on  admission. — Pulse  92  ;  temperature  102°.  Sweat- 
ing ;  both  knees  and  left  ankle  swollen,  red,  and  painful ; 
complains  of  pains  in  the  prsecordia;  a  systolic  murmur 
heard  over  the  prsecordia. 

10  P.M. — Pulse  96  ;  temperature  101*4°. 

July  22.-9  A.M.     Pulse  92  ;  temperature  101*2°. 
10  P.M.— Pulse  88  ;  temperature  101*7°. 
23. — 10  a.m.     Pulse  84;  temperature  102*2°.     Left  hand 
swollen  and  very  painful ;  sweating  profusely. 

Take  15  grains  of  salicylate  of  soda  every  three  hours. 

10  P.M. — Pulse  96  ;  temperature  101*4°. 

24. — 10  a.m.     Pulse  76;  temperature  99*4°;  complains 
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of  deafness  and  of  noise  in  the  ears  ;  no  pain  in  the  limbs  ; 
first  sound  of  heart  very  indistinct,  tenderness  over  the  prse- 
cordia ;  pericardial  friction.  Brandy,  two  drachms,  every  four 
hours. 

10  P.M. — Pulse  88  ;  temperature  100-4°. 

25.-9  A.M.  Pulse  80;  temperature  98-8°.  Has  still 
pain  in  left  knee,  other  joints  easy ;  deaf. 

11  P.M.— Temperature  99-1°. 

26. — 9  A.M.  Pulse  68 ;  temperature  99-2°.  Has  pain  in 
loins  and  hips. 

9  P.M.— Pulse  68  ;  temperature  100-2°. 

The  temperature  now  scarcely  exceeded  the  normal  until 
July  31.  The  pains  also  entirely  left.  On  July  29  the 
salicylate  was  reduced  to  a  dose  every  four  hours,  and  was 
omitted  on  the  30th,  because  the  pulse  became  irregular 
both  in  force  and  rhythm  and  the  tongue  much  injected. 
On  the  evening  of  the  Slst  some  pain  was  experienced  in 
both  knees  and  left  shoulder ;  and  the  temperature  rose  to 
100-3°.  On  the  evening  of  August  1  the  temperature  was 
102-2°. 

August  2. — 9  a.m.  Pulse  104;  temperature  101-4°.  Pains 
in  both  hands  ;  left  wrist  swollen ;  pains  in  krees  and  shoul- 
ders. 

Take  salicylate  of  soda,  15  grains,  every  four  hours. 

9  P.M. — Pulse  108 ;  temperature  102°. 

3. — 9  a.m.  Pulse  85;  temperature  100-4°.  Sweating; 
knees  and  ankles  still  very  painful ;  hands  less  painful. 

9  P.M. — Pulse  90  ;  temperature  101*4°. 

4. — 9  A.M.  Pulse  72;  temperature  98°.  Complains  of 
pain  in  right  shoulder  ;  sweating. 

9  P.M. — Temperature  100-2°. 

From  August  5  to  August  20  the  temperature  was  for 
the  most  part  normal,  and  never  exceeded  99-2°  ;  the  pulse 
under  70.  The  pains  did  not  entirely  subside  until  August 
11,  but  were  slight.  Pericardial  friction  and  the  apex  systolic 
murmur  were  still  heard  on  August  11.  The  salicylate  was 
reduced  to  a  dose  every  six  hours  on  August  11,  and  to  a  dose 
three  times  a  day  on  August  15  ;  it  was  then  discontinued. 
On  August  21  pains  returned  in  the  left  hand,  and  the 
temperature  rose  to  102°. 

Take  20  grains  of  salicylate  of  soda  every  eight  hours. 

The  temperature  fell  slowly,  and  did  not  become  normal 
until  August  27;  the  pains  having  likewise  subsided,  the 
medicine  was  discontinued  on  September  7.     Two  additional 
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relapses  occurred  subsequently,  and  were  likewise  treated 
with  salicylate  of  soda.  The  patient  was  discharged,  at  her 
own  request,  on  October  16.  The  cardiac  murmur  was  still 
present  on  her  discharge. 

SUMMARY. 

I  now  proceed  to  give  a  brief  summary  of  each  of  the 
above  described  cases  before  endeavouring  to  draw  any 
conclusions  from  them  : — 

No.  I. — The  patient,  who  had  previously  had  an  attack 
of  rheumatic  fever,  was  admitted  at  an  early  stage  of  her 
illness,  and  was  at  once  placed  upon  20-grain  doses  of  sali- 
cylate of  soda  every  two  hours.  She  was  already  suffering 
from  pericarditis  when  admitted. 

The  salicylate  produced  no  very  obvious  effect  either 
upon  the  temperature  or  the  course  of  the  disease,  hyper- 
pyrexia being  developed  on  the  fourth  day  after  beginning 
the  treatment,  which  was  then  discontinued,  and  recovery 
took  place  under  the  use  of  cold  baths  and  full  doses  of 
quinine. 

Deafness,  epistaxis,  sickness,  and  considerable  depression 
soon  followed  the  administration  of  the  salicylate ;  she  also 
manifested  hallucinations  both  of  sight  and  hearing. 

No.  II. — The  patient  had  already  had  one  attack  of 
rheumatic  fever.  The  second  day  after  admission  she  was 
put  upon  15-grain  doses  of  salicylate  of  soda  every  two 
hours. 

Headache,  giddiness,  and  vomiting  commenced  within 
thirty  hours  from  the  commencement  of  the  treatment,  and 
hyperpyrexia  set  in  on  the  third  day.  The  salicylate  was 
then  discontinued,  and  the  patient  recovered  under  the  use 
of  cold  baths  and  full  doses  of  quinine. 

No.  III. — The  patient,  a  middle-aged  woman,  who  had 
already  suffered  severely  from  rheumatic  fever  in  early  life, 
was  admitted  with  rheumatic  fever,  complicated  with 
bronchitis  and  emphysema ;  she  was  also  the  subject  of 
serious  cardiac  disease.  The  day  after  admission  she  was 
placed  upon  full  doses  of  salicylate  of  soda,  which  certainly 
appeared  to  produce  a  decided  and  rapid  effect.  The  tem- 
perature fell  within  thirty-six  hours  to  the  normal  standard, 
and,  though  not  so  quickly,  the  pains  also  subsided.  This 
improvement  was  coincident  with  the  development  of  deaf- 
ness, noises  in  the  ears,  and  increased  irregularity  of  the 
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heart's  action.  The  salicylate  was  discontinued  after  the 
patient  had  taken  it  for  forty  hours,  and  death  ensued  on  the 
following  day. 

No.  IV. — The  patient  was  very  ill  when  admitted.  The 
disease  was  attended  by  pneumonia  of  the  right  lung  and 
pericarditis.  She  was  placed  upon  the  salicylate  before  I  saw 
her.  The  temperature,  pulse,  and  respirations  all  fell  very 
quickly  under  somewhat  large  and  frequent  doses  of  the 
medicine,  but  this  improvement  was  only  of  brief  duration, 
for  the  temperature  rose  again  in  a  few  hours  to  its  former 
height;  meanwhile  deafness,  delirium,  and,  notwithstanding 
the  free  use  of  brand}^,  such  extreme  prostration  had  set  in, 
that  it  became  necessary  to  discontinue  the  salicylate.  The 
patient  died  on  the  eleventh  day. 

No.  V. — The  patient  had  suffered  from  chorea  in  boy- 
hood. When  he  came  into  the  hospital  there  was  already 
pericarditis,  and  pneumonia  was  commencing  in  the  right 
lung.  He  was  put  upon  15-grain  doses  of  salicylate  of  soda 
every  two  hours  on  the  second  day  after  admission.  The 
temperature  appeared  to  be  somewhat  controlled  by  it,  and 
the  pains  subsided,  but  considerable  effusion  took  place  into 
the  pericardium ;  epistaxis  supervened  on  the  third  day,  but 
the  salicylate  was  continued,  though  less  frequently,  for  ten 
days.  When  it  was  discontinued  the  temperature  rose  again 
as  high  as  at  first,  but  again  came  down  when  the  treatment 
was  resumed.  When  the  medicine  was  omitted  a  second 
time  the  tempera,ture  once  more  rose,  and  the  pains  in  the 
joints  reappeared,  but  the  salicylate  was  not  prescribed  for 
this  second  relapse.  Deafness  and  epistaxis  followed  the  use 
of  the  salicylate.     The  patient  was  74  days  in  the  hospital. 

No.  VI.- — The  patient  was  suffering  from  a  second  attack 
of  rheumatic  fever,  complicated  with  bronchitis  ;  pericarditis 
developed  a  few  hours  after  admission  ;  on  the  next  day  he 
was  placed  upon  treatment,  with  full  doses  of  salicylate  of 
soda.  The  temperatui-e  at  first  fell  rapidly,  and  became  normal 
on  the  fourth  day,  but  soon  rose  again  and  remained  above 
the  normal  standard  until  the  broncho-pneumonia  subsided. 
The  salicylate  appearing  to  exert  no  permanently  beneficial 
influence,  was  abandoned  after  thirteen  days'  trial.  The 
patient  was  discharged  on  the  62nd  day. 

No.  VII. — The  patient  entered  the  hospital  for  a  second 
attack  of  rheumatic  fever,  complicated  with  pericarditis  and 
plenro-pneumonia.  She  was  put  upon  the  treatment,  with 
full  doses  of  salicylate  of  soda,  the  day  after  admission.    The 
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temperature  was  materially  reduced  on  the  second  day,  but 
did  not  become  normal ;  and  the  salicylate  appearing  to  have 
no  permanent  effect,  it  was  discontinued  on  the  fifth  day. 

Epistaxis,  deafness,  and  delirium  supervened  on  the  second 
day  from  beginning  the  treatment.  The  patient  was  66 
days  in  hospital. 

No.  VIII. — This  patient  had  also  had  a  former  attack  of 
rheumatic  fever,  and  been  subject  to  cough.  The  disease 
was  complicated  with  bronchitis  from  the  first,  and  peri- 
carditis supervened  on  the  second  day.  Placed  upon  full 
doses  of  salicylate  of  soda  the  second  day  after  admission, 
the  temperature  and  pulse  speedily  fell,  and  the  pains 
ceased.  The  treatment  was  persevered  with  for  ten  days, 
but  five  days  after  it  was  discontinued  the  pains  recurred, 
pericarditis  again  became  active,  and  the  temperature  rose. 
On  the  fourth  day  of  this  relapse  salicylate  of  soda  was 
again  prescribed,  and  once  more  the  temperature  came  down, 
and,  though  more  slowly,  the  pains  subsided.  The  salicylate 
was  continued  for  fourteen  days,  when  convalescence  seem- 
ing to  be  established,  it  was  omitted.  At  the  expiry  of  three 
days  there  was  another  relapse,  both  of  rheumatism  and  also 
of  bronchitis  and  pericarditis,  but  the  salicylate  was  not  again 
prescribed. 

Soon  after  being  placed  upon  the  treatment  the  first 
sound  of  the  heart  became  very  feeble,  and  there  was  slight 
giddiness.     The  patient  was  66  days  in  hospital. 

No.  IX. — The  patient  came  into  the  hospital  for  a 
primary  attack  of  rheumatic  fever,  attended  with  delirium, 
and  apparently  some  pericardial  effusion,  although  no  fric- 
tion was  audible.  She  was  placed  upon  full  doses  of  sali- 
cylate of  soda  the  day  after  admission.  The  temperature 
fell  in  a  few  hours,  and  the  pains  diminished,  but  the  tem- 
perature did  not  fall  to  the  normal  standard,  and  pneumonia 
was  developed  after  the  physiological  effects  of  the  salicylate 
had  become  manifest.  The  treatment  was  intermitted  on 
the  fourth  day.  Three  days  subsequently  pains  returned 
in  several  joints,  and  the  temperature  rose  until  it  touched 
104°.  Large  doses  of  salicylate  of  soda  were  then  admi- 
nistered, and  the  temperature  and  pulse  became  normal, 
and  the  pains  subsided  in  three  days.  When  the  medicine 
had  been  for  two  days  reduced  to  a  single  dose  of  30  grains 
daily,  pleurisy  set  in,  and  pains  in  the  joints  recurred.  The 
salicylate  was  now  again  administered  more  frequently, 
with  the  effect  of  reducing  the  temperature  and  diminishing 
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the  pains.  Three  similar  relapses  subsequently  occurred  ; 
and  when  at  length  the  patient  was  discharged  her  heart 
was  so  damaged  that  she  was  readmitted  some  months 
afterwards,  and  died  of  the  cardiac  disease  consequent  upon 
the  rheumatic  fever. 

Sickness  and  deafness  soon  occurred  after  commencing 
the  treatment,  and  the  patient  became  noisy,  restless,  and 
the  subject  of  hallucinations,  supposing  that  she  saw  per- 
sons and  heard  noises  about  her  bed.  Sickness  occurred 
whenever  the  salicylate  was  resumed,  and  on  one  of  these 
occasions  the  matters  vomited  were  of  a  grumous  nature. 
She  was  181  days  in  hospital. 

No.  X. — The  patient,  a  young  child,  was  admitted  for  a 
first  attack  of  rheumatic  fever,  with  endocarditis  and  a  very 
high  temperature.  Salicylate  of  soda  was  ordered  the  day 
after  admission,  and  the  pulse  and  temperature  fell  and  the 
pains  subsided  rapidly.  On  the  fourth  day,  when  the  little 
patient  was  already  under  the  full  influence  of  the  medicine, 
pneumonia  occurred.  The  salicylate  was  discontinued  on 
the  eleventh  day,  and  its  omission  was  followed  by  a  relapse. 
Pericarditis,  accompanied  with  chorea,  followed  this  relapse, 
and  there  was  some  reason  for  supposing  that  embolisms  had 
passed  both  into  the  spleen  and  kidneys. 

Sickness  commenced  some  days  after  commencing  the 
treatment,  and  was  so  persistent  that  it  became  necessary  to 
discontinue  the  salicylate.     She  was  98  days  in  hospital. 

No.  XI. — The  patient  was  admitted  for  a  very  mild 
attack  of  rheumatism.  The  temperature  was  under  100° 
at  the  time  of  admission,  but  rose  to  101*4°  on  the  evening 
of  the  same  day.  Put  upon  10-grain  doses  of  salicylate  of 
soda  every  four  hours,  the  temperature  fell  and  the  pains 
subsided  within  twenty-four  hours.  The  patient  was  only 
12  days  in  hospital. 

No.  XII.- — The  patient,  a  young  child,  was  admitted  for 
a  mild  primary  attack  of  rheumatic  fever  attended  by  peri- 
carditis. The  day  after  admission  10-grain  doses  of  salicylate 
of  soda,  every  two  hours,  were  prescribed.  The  temperature 
and  pulse  became  subnormal  next  day,  and  the  pains  sub- 
sided soon  afterwards.  Discharged  well  22  days  after 
admission. 

No.  XIII. — The  patient,  also  a  young  child,  was  admitted 
for  a  mild  primary  attack  of  rheumatic  fever  with  pericar- 
ditis. Placed  upon  10-grain  doses  of  salicylate  of  soda  every 
three  hours  on  the  second  day  after  admission,  the  tempera- 
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ture  fell  at  once  to  the  normal  standard  and  the  pains 
disappeared. 

Four  days  after  commencing  the  treatment  the  first  sound 
of  the  heart  was  found  to  be  almost  inaudible.  The  salicylate 
of  soda  was  now  discontinued,  and  brandy  ordered.  Was  24 
days  in  hospital. 

No.  XIV. — The  patient  had  already  had  three  attacks  of 
rheumatic  fever.  Pericarditis  was  present  on  admission. 
The  temperature  was  already  subsiding  when,  on  the  third  day 
after  admission,  she  was  put  upon  15-grain  doses  of  sali- 
cylate of  soda  every  three  hours,  and  it  became  in  a  few 
hours  afterwards  quite  normal. 

Deafness,  giddiness,  and  sickness  soon  supervened,  and 
the  vomit  contained  blood.  Recovery  was  rapid,  and  the 
patient  was  discharged  on  the  20th  day. 

No.  XY. — The  patient  was  admitted  for  a  mild  primary 
attack  of  rheumatic  fever,  with  pericarditis.  On  the  second 
day  he  was  ordered  15  grains  of  salicylate  of  soda  every  four 
hours.  The  temperature  fell  within  a  few  hours,  and  the 
pains  altogether  left  on  the  fourth  day. 

Gastric  irritability  and  injected  tongue  supervened  on 
the  second  day  after  commencing  the  treatment.  Discharged 
convalescent  on  the  15th  day. 

No.  XVI. — The  patient  was  admitted  for  a  mild  second 
attack  of  rheumatic  fever.  Placed  upon  15-grain  doses  of 
salicylate  of  soda  every  four  hours  the  day  after  admission, 
the  temperature,  previously  as  high  as  103°,  became  normal 
within  48  hours. 

Injection  of  the  fauces,  sore  throat,  sickness,  and  deafness 
soon  followed  the  use  of  the  salicylate.  Was  23  days  in 
hospital. 

No.  XVII. — The  patient,  who  had  suffered  many  years 
before  from  rheumatic  fever,  was  admitted  for  a  second 
attack.  She  was  placed  upon  15  grains  of  salicylate  of  soda 
every  four  hours  on  the  day  of  admission.  The  temperature 
became  normal  within  36  hours,  but  the  pains  abated  more 
slowly. 

On  the  fourth  day  after  beginning  the  treatment  the  first 
sound  of  the  heart  became  very  feeble,  and  next  day  the 
patient  complained  of  giddiness  and  noises  in  the  ears. 
Discharged  on  the  31st  day. 

No.  XVIII. — The  patient  was  admitted  for  a  mild 
primary  attack  of  rheumatic  fever.  He  was  placed  upon  15- 
grain  doses  of  salicylate  of  soda  every  four  hours  on  the  day 
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of  admission.  The  temperature  very  rapidly  came  down, 
and  was  normal  on  the  second  day ;  the  pains  also  subsided. 
Discharged  on  the  32nd  day. 

No.  XIX. — The  patient  was  admitted  for  a  second  attack 
of  rheumatic  fever,  accompanied  by  pericarditis,  and  placed 
upon  10-grain  doses  of  salicylate  of  soda  every  three  hours. 
The  temperature  and  pulse  became  normal  within  36  hours, 
and  the  pains  and  swelling  of  the  joints  subsided.  Dis- 
charged convalescent  on  the  35th  day. 

No.  XX. — The  patient,  a  young  girl,  was  admitted  for  a 
primary  attack  of  rheumatic  fever  and  pericarditis.  She 
was  put  upon  salicylate  on  the  day  after  admission.  The 
temperature  became  normal  within  a  few  hours,  and  the 
pains  abated  on  the  third  day. 

Vomiting  soon  followed  the  use  of  the  medicine,  and 
the  impulse  of  the  heart  became  feeble  and  the  first  sound 
ver}'  faint  on  the  eighth  day.  Discharged  quite  well  on  the 
39th  day. 

No.  XXI. — The  patient  came  into  hospital  for  a  first 
attack  of  rheumatic  fever  and  pericarditis.  She  was  placed 
upon  15  grains  of  salicylate  of  soda  every  two  hours  the 
second  day  after  admission.  The  temperature  and  pulse  fell 
to  the  standard  of  health  on  the  third  day  from  commencing 
the  treatment,  and  the  pains  left  the  next  day. 

Intense  headache  manifested  itself  on  the  fifth  day  after 
beginning  the  salicylate,  which  was  then  reduced  in  quantity, 
and  was  discontinued  altogether  on  the  seventh  day,  because 
the  pulse  became  irregular  and  the  first  sound  of  the  heart 
almost  inaudible,  and  the  patient  complained  of  noises  in 
the  ears.     Discharged  convalescent  on  the  41st  day. 

No.  XXII. — The  patient  was  admitted  for  a  primary 
attack  of  rheumatic  fever.  He  was  not  put  under  special 
treatment  until  the  fifth  day  after  admission,  when  15  grains 
of  salicylate  of  soda  were  ordered  every  four  hours.  The 
temperature  fell  to  the  normal  standard  and  the  pains  sub- 
sided within  24  hours.     Discharged  on  the  26th  day. 

No.  XXIII. — The  patient  was  admitted  for  a  second 
attack  of  rheumatic  fever  with  pericarditis.  Put  upon  treat- 
ment, with  15- grain  doses  of  salicylate  of  soda  every  two 
hours,  the  second  day  after  admission,  the  temperature  fell 
to  the  normal  standard,  and  the  pains  subsided  within  24 
hours. 

Vomiting  supervened  the  day  after  beginning  the  treat- 
ment ;  and  deafness,  vertigo,  and  feeble  pulse  ensuing  the  next 
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day,  the  salicylate  was  discontinued  after  the  patient  had 
taken  17  doses.     Discharged  well  on  the  30th  day. 

No.  XXIV. — The  patient  was  admitted  for  a  relapse  of 
his  first  attack  of  rheumatic  fever.  On  the  day  of  admission 
he  was  placed  upon  15  grains  of  salicylate  of  soda  every  two 
hours.  The  temperature  fell  to  the  normal  standard  within 
twenty-four  hours,  and  the  pains  soon  subsided.  Discon- 
tinuance of  the  medicine  was  followed  by  a  temporary  rise  of 
temperature,  without  any  recurrence  of  pains. 

Deafness  ensuedthe  dayafter beginning  the  treatment,  and 
vertigo,  wandering  of  mind,  and  epistaxis  followed.  The  heart 
was  apparently  unaffected  by  the  rheumatism,  but  the  second 
sound  became  reduplicate  when  the  physiological  action  of 
the  salicylate  was  developed.  Discharged  well  on  the  26th 
day. 

No.  XXV. — The  patient  had  already  been  laid  up  for  six 
weeks  with  a  first  attack  of  rheumatic  fever  when  admitted. 
Both  pericarditis  and  endocarditis  were  already  present. 
The  day  after  admission  he  was  put  upon  15  grains  of  sali- 
cylate of  soda  every  four  hours.  The  temperature  became  nor- 
mal in  36  hours,  and  the  pains  in  the  joints  rapidly  diminished. 
Discharged  on  the  22  nd  day. 

No.  XXVI. — The  patient  was  admitted  for  a  primary 
attack  of  rheumatic  fever  and  pericarditis  on  the  eighth 
day  of  her  illness.  She  was  placed  under  treatment,  with  15 
grains  of  salicylate  of  soda  every  four  hours,  on  the  fourth 
day  after  admission.  The  temperature  had  already  fallen 
when  the  treatment  was  commenced,  and  did  not  rise  again. 
Discharged  on  the  32nd  day. 

No.  XXVTI. — The  patient  was  admitted  for  a  first  attack 
of  rheumatic  fever  attended  by  pericarditis.  On  iho.  second 
day  after  admission  she  was  put  under  treatment,  with  30 
grains  of  salicylate  of  soda  every  two  hours.  The  pains  soon 
abated,  and  the  temperature  fell,  but  did  not  become  normal 
until  the  third  day  of  treatment. 

Deafness  and  sickness  set  in  soon  after  beginning  the 
treatment,  and  were  followed  by  noises  in  the  head  and  tran- 
sient albuminuria.     Discharged  on  the  32nd  day. 

XXVIII. — The  patient  was  admitted  for  a  first  attack 
of  mild  rheumatic  fever  attended  by  pericarditis.  The  day 
after  admission  15  grains  of  salicylate  of  soda  were  ordered 
to  be  taken  every  two  hours.  The  temperature  fell  to  the 
normal  standard  in  twenty-four  hours,  and  the  pains  dis- 
appeared next  day. 
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Sickness  and  vertigo  set  in  on  the  third  day  after  com- 
mencing the  salicylate,  rendering  it  necessary  to  discontinue 
it.     Discharged  on  the  19th  day. 

XXIX. — Patient  was  admitted  for  a  second  attack  of  rheu- 
matic fever.  On  the  day  of  admission  she  was  ordered  to  take 
30  grains  of  salicylate  of  soda  every  eight  hours.  The  tem- 
perature fell,  and  the  pains  were  relieved  at  once,  but  the 
temperature  did  not  become  normal  nor  the  pains  entirely 
subside,  and  a  recrudescence  took  place  on  the  fifth  day, 
which  did  not  yield  to  more  frequent  doses  of  salicylate. 

Deafness  and  discomfort  in  the  head  then  supervened, 
and  quinine  was  substituted  for  the  salicylate  of  soda.  Dis- 
charged on  the  22nd  day. 

No.  XXX. — The  patient  was  admitted  for  a  fully  de- 
veloped attack  of  rheumatic  fever,  with  slight  albuminuria. 
On  the  day  after  admission  he  was  put  upon  10  grains  of 
salicylate  of  soda  every  four  hours.  The  temperature  fell 
very  gradually,  and  became  normal  on  the  fourth  day  of  the 
treatment.  The  pains  did  not  subside  until  the  seventh  day, 
when  the  medicine  had  been  increased  to  a  dose  every  two 
hours. 

An  endocardial  murmur  developed  after  the  commence- 
ment of  the  medicine,  and  delirium,  deafness,  and  vertigo 
subsequently  supervened ;  the  action  of  the  heart  also  be- 
came very  irregular  and  feeble,  requiring  the  free  adminis- 
tration of  brandy.  Discharged  convalescent  on  the  36th 
day. 

No.  XXXI. — The  patient  was  admitted  for  his  third  attack 
of  rheumatic  fever.  The  urine  was  albuminous,  and  pleurisy 
appeared  next  day.  He  was  put  upon  15-grain  doses  of 
salicylate  of  soda  every  three  hours  on  the  second  day  after 
admission.  The  temperature  fell  somewhat  and  the  pains 
abated  on  the  second  day  ;  but  as  his  state  did  not  materially 
improve  quinine  was  substituted  for  the  salicylate  after  four 
days'  trial. 

Deafness,  wandering,  extreme  frontal  headache,  and 
noises  in  the  ears  followed  the  use  of  the  salicylate.  Dis- 
charged convalescent  on  the  48  th  day. 

No.  XXXII. — The  patient  was  admitted  for  a  severe 
primary  attack  of  rheumatic  fever.  The  day  after  admission 
he  was  placed  upon  30  grains  of  salicylate  of  soda  every  two 
hours.     Pericarditis  had  already  manifested  itself. 

Depression,  deafness,  sickness,  and  grea-t  weakness  of  the 
pulse  and  first  sound  of  the  heart  followed  the  administration 
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of  the  salicylate,  rendering  it  necessary  to  discontinue  its  use 
after  the  fifth  dose,  before  either  the  temperature  had  been 
materially  lowered  or  the  pains  relieved.  Discharged  well 
on  the  50th  day. 

No.  XXXIII. — The  patient,  who  had  been  subject  to 
bronchitis,  was  admitted  for  a  second  attack  of  rheumatic 
fever.  She  was  placed  upon  15  grains  of  salicylate  of  soda 
every  four  hours  on  the  day  after  admission.  The  tempera- 
ture and  pains  did  not  subside  for  several  days,  and  pneu- 
monia supervened  whilst  she  was  under  treatment.  When 
the  salicylate  had  been  discontinued  for  17  days  a  relapse 
occurred,  for  which  it  was  again  prescribed,  but  the  pains 
subsided  very  slowly. 

Deafness  followed  the  first  administration  of  the  salicylate, 
and  deafness  and  hallucinations  the  second.  Discharged  on 
the  66th  day. 

No.  XXXIV. — The  patient  was  admitted  for  a  fourth 
attack  of  rheumatic  fever.  Pericarditis,  and  subsequently 
pneumonia,  were  developed  after  admission.  The  treatment 
with  salicylate  of  soda  was  not  commenced  until  the  sixth  day 
after  admission,  and  then  in  doses  of  30  grains  every  two 
hours.  The  temperature  fell  almost  at  once,  and  the  pains 
left  within  thirty  hours.  Two  days  after  the  discontinuance 
of  the  treatment  the  pains  recurred,  and  the  temperature 
again  rose.  The  medicine  was  resumed  in  the  former  doses, 
and  again  the  pulse,  temperature,  and  pains  subsided.  The 
omission  of  the  salicylate  on  this  second  occasion  was  like- 
wise followed  by  a  relapse,  for  which  the  medicine  was  once 
more  prescribed. 

Deafness  followed  the  use  of  the  salicylate  on  each  of 
these  occasions.     Discharged  on  the  46th  day. 

No.  XXXV. — The  patient  was  admitted  for  a  primary 
attack  of  rheumatic  fever  and  pericarditis.  He  was  ordered  to 
take  15  grains  of  salicylate  of  soda  every  two  hours  on  the  da,y 
after  his  admission.  The  temperature  became  subnormal, 
and  the  pains  diminished  within  a  few  hours,  but  deafness 
and  persistent  sickness  compelled  the  intermission  of  the 
treatment  at  the  end  of  48  hours.  Swelling  of  the  affected 
joints  continued,  even  after  the  pains  had  almost  gone,  and 
14  days  after  leaving  off  the  medicine  fever  reappeared, 
followed  next  day  by  a  recurrence  of  pains  in  the  joints. 
Salicj'late  of  soda  was  again  prescribed,  and  again  the 
temperature  quickly  fell,  but  the  pains  more  slowly.  Sick- 
ness returned  with  the  resumption  of  the  medicine,  and 
persisted  until  the  latter  was  discontinued. 
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Deafness  and  violent  sickness  followed  the  employment 
of  salicylate  of  soda  on  each  occasion.  Discharged  on  the 
35th  day. 

No.  XXXVI. — The  patient  was  admitted  for  a  second 
attack  of  rheumatic  fever  complicated  with  pericarditis.  On 
the  third  day  after  admission,  he  was  ordered  10  grains  of 
salicylate  of  soda  every  two  hours.  The  temperature  fell  atonce, 
and  the  pains  and  swelling  of  the  joints  subsided.  A  week 
after  the  salicylate  had  been  discontinued  there  was  a  return 
of  fever  with  swelling  and  pains  in  the  joints.  The  salicy- 
late was  recommenced,  and  this  relapse  was  likewise  soon 
relieved.     Discharged  on  the  32nd  day. 

No.  XXXVII. — The  patient  was  admitted  for  her  second 
attack  of  rheumatic  fever  about  the  8th  day  of  her  illness ; 
pericarditis  and  old  mitral  disease  were  present  on  admis- 
sion. She  was  placed  under  treatment  with  15  grains  of 
salicylate  of  soda  every  three  hours  on  the  day  of  admission. 
The  temperature  subsided  and  the  pains  abated,  but  not 
entirely,  and  when,  on  account  of  its  physiological  con  sequences, 
the  salicylate  was  reduced  in  quantity  on  the  third  day, 
the  temperature  rose  again  in  a  few  hours,  and  remained 
of  febrile  height  for  some  days.  After  this  recrudescence 
had  passed  away  the  medicine  was  entirely  discontinued, 
and  three  days  afterwards  there  was  a  severe  relapse.  The 
salicylate  was  again  prescribed  in  smaller  doses,  and  after  a 
few  daj^s  the  temperature  and  pain  subsided  permanently. 

Deafness  and  noises  in  the  ears  supervened  on  the  second 
day  after  beginning  the  treatment,  and  were  soon  followed 
by  hallucinations,  sickness,  vertigo,  and  headache.  Dis- 
charged on  the  61st  day. 

No.  XXXVIII. — The  patient  was  admitted  on  the  third 
day  of  a  first  attack  of  rheumatic  fever  complicated  with  peri- 
carditis. Salicylate  of  soda  in  doses  of  10  grains,  every  three 
hours,  was  ordered  on  the  day  of  admission.  The  temperature 
and  pulse  were  reduced  and  the  pains  abated  in  a  few  days. 
The  omission  of  the  medicine  on  the  seventh  day  was  fol- 
lowed in  a  couple  of  days  by  a  relapse,  for  which  salicylate 
was  again  prescribed.  The  symptoms  slowly  subsided,  and 
the  patient  was  discharged  on  the  fifty- seventh  day.  The 
only  unpleasant  effect  of  the  salicylate  observed  was  weak- 
ness of  pulse,  for  which  brandy  was  given. 

No.  XXXIX. — The  patient  was  admitted  for  a  second 
attack  of  rheumatic  fever  complicated  with  pericarditis.  He 
was  put  under  treatment,  with  15  grains  of  salicylate  of  soda, 
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every  throe  hours,  on  the  day  of  admission.  Pleurisy  developed 
after  the  medicine  had  produced  great  weakening  of  the 
first  sound  of  the  heart.  The  medicine  was  intermitted  for 
a  few  hours  on  the  second  day,  but  resumed  again  next 
morning.  The  temperature  varied  greatly,  but  remained 
very  much  above  the  normal  until  the  seventh  day  of  treat- 
ment, when  both  pulse  and  temperature  fell  and  the  pains 
subsided.  The  salicylate  was  discontinued  on  account  of 
its  serious  constitutional  effects  on  the  twelfth  day.  Next 
day  the  temperature  again  rose  and  pains  reappeared  in  the 
joints.  The  salicylate  was  now  again  prescribed  in  15 
grain  doses  every  four  hours ;  but  it  had  little  influence  on 
either  the  pains  or  the  temperature  for  twelve  days,  and  the 
temperature  did  not  become  normal,  or  the  pains  altogether 
disappear,  until  the  fourteenth  day.  Again  when  the  salicy- 
late was  omitted,  a  relapse  took  place,  and  the  medicine  was 
again  prescribed,  and  on  this  occasion  seemed  to  act  more 
quickly. 

Within  a  few  hours  of  commencing  the  use  of  the  sali- 
cylate the  first  sound  of  the  heart  became  almost  inaudible. 
This  was  followed  next  day  by  wandering,  excited  manner, 
and  injected  conjunctivse.  Reduplication  of  the  second 
sound  of  the  heart  was  noted  in  this  as  in  several  other 
patients.  At  a  later  period  repeated  attacks  of  epistaxis, 
and  ultimately  vomiting,  supervened.  Discharged  about  the 
64th  day. 

No.  XL. — The  patient  was  admitted  for  a  primary  attack 
of  rheumatic  fever  on  the  third  day  of  his  illness.  Pericar- 
ditis developed  the  day  after  his  admission.  On  the  third 
day  he  was  put  upon  15  grains  of  salicylate  of  soda  every 
two  hours.  The  temperature  fell  rapidly  and  became  normal 
on  the  third  day,  when  also  the  patient  was  almost  free  from 
pain.  The  pains  and  slight  fever  relapsed  when  the  salicy- 
late was  discontinued.  It  was  then  resumed,  but  its  influence 
on  the  pains  appeared  only  slight. 

Deafness,  epistaxis,  and  depression  of  the  circulation 
followed  the  use  of  the  medicine.  Discharged  on  the  63rd 
day. 

No.  XLI. — The  patient  was  admitted  for  an  attack  of 
rheumatic  fever,  with  pericarditis.  The  day  after  admission 
he  was  put  upon  15  grains  of  salicylate  of  soda  every  three 
hours.  The  temperature  and  pains  soon  subsided,  but  the 
day  after  the  salicylate  was  omitted  he  suffered  a  severe 
relapse,  for  which  the  treatment  was  resumed.    After  taking 
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the  medicine  on  this  occasion  for  ten  days,  it  was  again 
discontinued  on  account  of  the  severe  constitutional  effects 
which  it  caused,  and  a  second  relapse  took  place,  for  which, 
however,  the  salicylate  was  not  prescribed. 

Wandering,  restlessness,  and  deafness  supervened  within 
a  few  hours  of  beginning  the  treatment.  On  the  sixth  day 
vomiting  set  in  so  persistently  that  it  became  necessary  to 
stop  the  treatment.  When  resumed  intense  headache  again 
compelled  us  to  discontinue  the  salicylate.  Discharged  on 
the  69th  day. 

No.  XLII. — The  patient  was  admitted  for  a  first  attack  of 
rheumatic  fever.  The  special  treatment  was  not  commenced 
until  the  fourth  day,  when  80  grains  of  salicylate  of  soda  were 
ordered  to  be  taken  every  two  hours.  The  temperature  be- 
came almost  normal,  and  the  pains  ceased  on  the  second  day 
of  treatment,  coincidently  with  the  development  of  some  of 
the  constitutional  effects  of  the  medicine.  It  was  then  dis- 
continued, but  a  relapse  took  place,  and  the  treatment  was 
resumed  on  the  second  day  after  it  had  been  intermitted. 
The  temperature  now  again  fell  within  forty-eight  hours,  but 
the  pains  disappeared  more  slowly. 

Delirium,  deafness,  headache,  and  epistaxis  commenced 
the  second  day  after  beginning  the  salicylate.  These  were 
followed  by  sickness.  The  deafness,  accompanied  by  severe 
retchings,  restlessness,  tremor  of  hands,  and  dryness  of  the 
fauces,  returned  when  the  treatment  was  resumed.  Dis- 
charged on  the  39th  day. 

No.  XLIII. — The  patient  was  admitted  for  his  fourth 
attack  of  rheumatic  fever,  attended  by  pericarditis.  He  was 
placed  under  treatment,  with  15  grains  of  salicylate  of  soda 
every  four  hours,  on  the  day  of  admission.  The  temperature 
and  pulse  fell  to  the  normal  standard  on  the  third  day,  and  the 
pains  ceased  shortly  afterwards.  The  salicylate  was  discon- 
tinued on  the  ninth  day.  Two  days  afterwards  he  suffered  a 
relapse,  for  which  salicylate  was  again  prescribed.  The  tem- 
perature and  pulse  again  became  normal  in  three  days,  but  the 
medicine  was  again  discontinued,  on  account  of  its  constitu- 
tional effects,  on  the  seventh  day.  A  few  days  afterwards  a 
second  relapse  occurred,  and  was  after  a  time  treated  with 
salicylate,  which  again  rapidly  brought  down  the  tempera- 
ture, and  the  pains  subsided.  A  third  relapse  took  place 
under  similar  circumstances,  for  which  recourse  was  again 
had  to  salicylate,  and,  lastly,  a  fourth  relapse  occurred,  for 
which  the  salicylate  was  not  prescribed. 
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Albumen  was  found  in  the  urine  tlie  day  after  the  treat- 
ment was  commenced,  but  it  cannot  with  certainty  be  at- 
tributed to  the  salicylate,  as  the  urine  had  not  been  examined 
previously.  Its  presence  was  only  transient,  for  two  days 
afterwards  it  had  disappeared.  Sickness  followed  the  second 
administration  of  the  salicylate  in  this  patient,  but  with  this 
exception,  the  constitutional  effects  of  the  medicine  were 
not  so  marked  as  usual.     Discharged  on  the  79th  day. 

No.  XLIV. — The  patient  was  admitted  for  a  relapse  of  his 
second  attack  of  rheumatic  fever.  There  was  already  pericar- 
ditis and  also  old-standing  disease  of  the  aortic  valves  and 
hypertrophy  of  heart.  He  was  put  under  treatment  with 
15  grains  of  salicylate  of  soda  every  four  hours,  on  the  fourth 
day  after  admission.  The  temperature  fell  within  a  few  hours. 
Two  days  after  discontinuing  the  medicine  the  temperature 
and  pulse  again  rose  and  pains  in  the  joints  and  sweating 
recommenced.  Salicylate  of  soda  was  again  prescribed,  and 
again  the  temperature  and  pains  rapidly  abated.  Two  sub- 
sequent slight  relapses  occurred  when  the  salicylate  had  been 
finally  discontinued. 

The  use  of  the  medicine  produced  vertigo  and  severe 
headache.     Discharged  on  the  100th  day. 

No.  XLV. — The  patient  was  admitted  for  a  second  attack 
of  rheumatic  fever  with  old  mitral  stenosis.  On  the  third 
day  after  admission  she  was  placed  on  15  grains  of  salicylate 
of  soda  every  four  hours.  The  temperature  and  pulse 
became  normal  within  twenty-four  hours,  and  the  pains 
rapidly  abated.  The  treatment  was  discontinued  on  the 
third  day  on  account  of  the  severe  constitutional  effects  of 
the  salicylate,  and  three  days  afterwards  the  fever  and  pains 
relapsed.  Salicylate  was  again  prescribed  and  the  pains 
again  abated,  and  the  temperature  and  pulse  became  normal 
on  the  third  day  and  remained  so  until  the  treatment  was 
again  intermitted  after  having  been  continued  for  nine  days. 
Once  more  the  disease  relapsed,  and  once  again  the  salicy- 
late was  prescribed  with  the  same  effect  as  on  former 
occasions. 

Deafness,  vertigo,  and  tinnitus  aurium  followed  the 
administration  of  the  salicylate  on  the  second  day,  leading  to 
its  being  omitted  the  first  time.  Sickness,  deafness,  and 
weakness  of  pulse  and  of  the  heart  rendered  it  necessary  to 
intermit  the  treatment  on  the  second  occasion,  and  similar 
symptoms  followed  the  third  use  of  the  medicine.  Dis- 
charged on  the  50th  day. 

z  2 
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No.  XL VI. — The  patient  was  admitted  for  her  second 
attack  of  rheumatic  fever.  On  the  day  after  admission  she 
commenced  taking  30  grains  of  salicylate  of  soda  every  two 
hours  for  four  consecutive  doses.  Pericardial  friction  was 
audible  the  day  after  admission.  The  temperature  and  pulse 
became  normal,  and  the  pains  were  greatly  relieved  on  the 
third  day.  A  diminution  of  the  salicylate  to  three  doses  in 
the  day  was  followed  by  a  slight  rise  of  temperature  and 
increase  of  pains  in  some  of  the  joints.  The  medicine  was 
then  given  in  doses  of  15  grains  every  two  hours.  The 
temperature  again  fell,  but  the  pains  continued  severe  for 
several  days  longer.  The  salicylate  having  been  reduced  to 
a  dose  every  three  hours  on  the  ninth  day,  was  discon- 
tinued on  the  twenty-second  day.  On  the  following  d^y  the 
pains  returned  and  the  temperature  and  pulse  became 
febrile.  The  medicine  was  now  again  prescribed,  with  the 
former  result,  but  on  being  discontinued  on  the  fourth  day, 
in  consequence  of  severe  headache,  there  was  a  third  relapse. 

Headache,  vertigo,  and  deafness  followed  the  first  employ- 
ment of  the  medicine,  which  was  notwithstanding  continued 
until  an  attack  of  diarrhoea  supervened.  Sickness  and  diarrhoea 
followed  the  second  administration  of  the  salicylate,  and  very 
severe  headache  the  third.  Discharged  prematurely  at  her 
own  request  on  the  64th  day. 

No.  XLVII. — The  patient  was  admitted  for  a  first  attack 
of  rheumatic  fever.  He  was  put  upon  15  grains  of  salicylate 
of  soda  every  two  hours  on  the  fourth  day  after  admission. 
The  temperature  and  pulse  became  normal  on  the  second 
day,  and  the  pains  very  soon  abated  greatly.  The  medicine 
was  continued  for  fourteen  days.  Twelve  days  after  its  dis- 
continuance there  was  a  severe  relapse,  for  which  salicylate 
was  again  prescribed,  and  again  the  temperature  fell  and  the 
pains  disappeared.  The  treatment  was  now  discontinued 
after  five  days,  on  account  of  persistent  vomiting,  and  a 
second  relapse  took  place,  for  which  salicylate  of  soda  was 
once  more  prescribed.  A  third  slight  relapse  supervened, 
when  the  medicine  was  discontinued  for  the  third  time,  which 
passed  oft'  without  special  treatment. 

The  use  of  the  salicylate  was  followed  on  the  second  day 
by  deafness  and  nausea,  and  next  day  by  sore  throat,  vertigo, 
and  buzzing  in  the  ears.  A  few  days  later  diarrhoea  and 
vomiting  set  in,  and  tincture  of  opium  was  added  to  the 
medicine  in  order  to  restrain  them.  Persistent  sickness 
compelled  the  medicine  to  be  discontinued  on  the  second  and 
third  occasions.     Discharged  on  the  COth  day. 
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No.  XL VII I. — The  patient  was  admitted  for  a  second 
attack  of  rheumatic  fever.  On  the  third  day  after  admission 
15  grain  doses  of  salicylate  of  soda  were  ordered  to  be  taken 
every  two  hours.  Albuminuria  and  pleurisy  developed  after 
the  medicine  was  prescribed.  The  temperature  fell  slowly 
and  did  not  become  normal  until  the  fifth  day,  and  the  pains 
disappeared  about  the  same  time.  The  treatment  was  con- 
tinued for  eleven  days.  Three  days  after  it  was  intermitted 
pains  and  fever  recuiTed,  which  were  again  treated  with  sali- 
cylate of  soda.  It  was  on  this  occasion  omitted  on  the  sixth 
day,  and  a  few  days  afterwards  there  was  a  third  relapse,  for 
which  the  medicine  was  again  prescribed.  Delirium  oc- 
curred soon  after  the  salicylate  was  commenced,  and  on 
the  eleventh  day  the  mouth  became  aphthous.  Discharged 
on  the  72nd  day. 

No.  XLIX. — The  patient  was  admitted  for  a  first  attack 
of  rheumatic  fever  accompanied  by  bronchitis.  On  the  day  of 
admission  she  was  placed  upon  15  grains  of  salicylate  of 
soda  every  three  hours,  increased  to  every  two  hours  on 
the  next  day.  The  temperature  did  not  fall  to  the  normal 
height  until  the  fourth  day,  when  the  pains  also  had  abated. 
Some  of  the  constitutional  effects  of  the  medicine  having 
now  become  developed,  the  dose  was  ordered  to  be  given  only 
every  four  hours,  and  a  few  days  later  the  temperature  again 
rose  and  the  pains  returned.  There  was  now  likewise 
pleurisy  with  effusion.  An  increase  of  the  salicylate  again 
brought  down  the  temperature  in  a  few  days  and  the  pains 
subsided,  but.  so  soon  as  the  medicine  was  again  decreased 
in  quantity,  the  pains  and  temperature  once  again  increased. 

Deafness  soon  followed  the  first  administra.tion  of  the 
salic^date.     Discharged  on  the  o6th  day. 

No.  L. — The  patient  was  admitted  for  a  first  attack  of 
rheumatic  fever  and  pericarditis.  On  the  second  day  after 
admission  she  was  put  upon  15  grains  of  salicylate  of  soda 
every  three  hours.  The  temperature  and  pain  were  soon 
influenced  by  the  medicine,  and  she  was  quite  comfortable  on 
the  fourth  day.  The  salicylate  was  omitted  on  the  seventh 
day,  and  next  day  a  relapse  set  in  for  which  salicylate  of  soda 
was  again  prescribed.  Reduction  of  temperature  and  subsid- 
ence of  pain  soon  ensued,  and  the  salicylate  was  again  dis- 
continued on  the  15th  day.  Three  subsequent  relapses 
occurred,  for  each  of  which  salicylate  of  soda  was  prescribed. 

The  first  sound  of  the  heart  became  very  indistinct,  and 
deafness  and  noises  in  the  ears  supervened  on  the  second  day 
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after  beginning  tlie  treatment.  A  little  later  the  pulse  be- 
came very  ii-regular  both  in  force  and  rhythm  and  the  tongue 
much  injected.  Discharged  prematurely,  at  her  own  request, 
on  the  87th  day. 

RemarJc8.—l  have  already,  in  a  previous  communication, 
stated  the  results  of  my  experience  in  the  treatment  of  rheu- 
matic fever  with  salicin.  A  perusal  of  the  foregoing  cases 
shows  that  the  effects  produced  by  salicylate  of  soda  are  almost 
identical  with  those  produced  by  salicin,  save  that  the  former 
is  by  far  the  more  energetic  of  these  agent^i  The  study  of 
the  cases  treated  with  salicylate  of  soda  suggests  two  points 
for  consideration  which  come  properly  within  the  scope  of 
this  Paper  :  namely,  first,  the  physiological  effects  of  the  medi- 
cine ;  second,  its  value  in  the  treatment  of  rheumatic  fever. 

I. — The  physiological  effects  of  salicylate  of  soda. 

One  of  the  most  obvious  effects  of  the  treatment  in  the 
majority  of  cases  was  a  speedy  fall  of  temperature,  sometimes 
within  a  few  hours  from  the  commencement  of  the  treatment, 
and  for  the  most  part  within  two  or  three  days.  The 
pulse  usually,  but  not  quite  invariably,  came  down  in 
frequency  with  the  fall  of  temperature.  Certain  well- 
marked  symptoms  commonly  attended  the  reduction  of  the 
fever.  In  several  cases  of  so  mild  a  character  that  I  should 
have  expected  them  to  make  a  rapid  recovery  under  the 
favourable  conditions  of  confinement  to  bed,  quietude,  and 
hospital  diet,  the  improvement  was  so  rapid  that  time  was 
not  allowed  for  the  development  of  these  physiological  conse- 
quences of  the  medicine.  Nevertheless,  in  forty- five  cases  out 
of  the  fifty  I  have  recorded,  such  effects  did  more  or  less 
ensue.  These  effects  may  be  considered  under  the  heads  of 
affections  of  the  nervous  system,  of  the  organs  of  circulation, 
and  of  the  gastro-intestinal  tract. 

To  the  first  group,  affections  of  the  nervous  system, 
belong  deafness,  vertigo,  headache,  noises  in  the  ears,  deli- 
rium, and  hallucinations. 

Deafness  was  often  an  early  result  of  the  treatment,  and 
was  noticed  in  twenty-seven  cases ;  sometimes  it  was  very  in- 
tense. Vertigo  was  also  frequent,  and  occurred  in  fourteen  cases. 
Noises  in  the  ears,  often  accompanying  deafness  or  vertigo, 
were  complained  of  in  eleven  cases.  They  were  desci-ibed  as 
being  like  the  noise  of  a  steam-hammer,  the  rushing  of 
water,  or  as  buzzing  or  singing  in  the  ears.  Very  intense 
headache,  chiefly  frontal,  though  less  frequent  than  deafness 
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and  vertigo,  was,  when  it  occurred,  a  much  more  distressing 
symptom.  It  was  complained  of  in  nine  cases,  and  in  several 
of  them  recurred  on  the  resumption  of  the  medicine  after 
it  had  been  temporarily  discontinued.  Delirium  was  pi-esent 
in  eight  cases,  and  was  usually  attended  by  great  restless- 
ness. Hallucinations  presented  themselves  in  four  or  five 
cases.  The  delusions  were  of  the  sa,me  kind  in  all  of  them, 
and  consisted  in  the  supposed  presence  of  objects  or  persons 
around  the  bed  or  in  the  immediate  vicinity  of  the  patient. 
In  several  cases  they  were  associated  with  the  impression 
that  distant  music  was  heard. 

Marked  depression  of  the  pulse  and  action  of  the  heart 
were  the  most  important  of  the  consequences  produced  upon 
the  circulation.  More  or  less  weakening  of  the  pulse, 
requiring  the  free  administration  of  stimulants,  occurred  in 
nearly  every  case.  This  was  accompanied  by  great  weakening 
of  the  impulse  of  the  heart,  and  in  ten  cases  by  almost  com- 
plete obliteration  of  the  first  sound.  In  two  or  three  cases 
irregularity  of  pulse  appeared  fairly  referable  to  the  treat- 
ment ;  in  several  cases  the  pulse  became  dichrotous,  and  in 
four  or  five  cases  the  second  sound  of  the  heart  became 
reduplicated. 

The  symptoms  referable  to  the  gastro- intestinal  tract  were 
sickness — often  uncontrollable  sickness — which  happened  in 
twenty-two  cases.  In  three  of  these  cases  the  vomit  was 
grumous.  In  many  cases  there  was  marked  injection  of  the 
tongue.  Soreness  of  the  fauces,  apparently  arising  from  the 
treatment,  occurred  in  three  cases,  and  an  aphthous  state  of 
the  tongue  also  in  three  other  cases.  In  one  of  the  latter 
several  small  vesicles  formed  upon  the  tongue  and  buccal 
mucous  membrane.  Diarrhoea  also  occurred  in  two  cases, 
and  was  evidently  due  to  the  treatment,  for  it  subsided  when 
the  medicine  was  discontinued,  and  returned  again  when  it 
was  subsequently  resumed. 

Epistaxis  occurred  in  seven  cases — in  some  of  them 
repeatedly — and  in  more  than  one  of  them,  after  ceasing 
when  the  medicine  was  intermitted,  it  returned  again  when 
it  was  resumed.  Transient  albuminuria  was  observed  in  two 
cases,  and  in  two  other  cases  tremor  of  the  hands  and 
tongue,  but  it  is  not  quite  certain  that  these  were  really 
results  of  the  salicylate  of  soda. 

II. — The  value  of  salicylate  of  soda  in  the  treatment  of 
rheumatic  fever. 

My  experience  leads  me  to  regard  salicylate  of  soda  as 
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the  most  powerful  antipyretic  agent  with  which  I  am  ac- 
quainted. As  I  have  ah-eady  shown,  the  temperature  soon 
falls  under  its  use  ;  the  pulse  commonly  falls  at  the  same 
time,  and  the  pains  also  usually  soon  abate  very  considerably, 
and  in  most  cases  entirely  cease  within  a  few  days.  If  this 
were  all,  and  there  were  no  drawbacks  to  recount,  the  value 
of  this  medicine  in  the  treatment  of  rheumatic  fever  would 
be  unquestionable.  The  improvement  of  the  symptoms, 
however,  only  takes  place  coincidently  with  the  development 
of  one  or  more  of  the  physiological  plienomena  already 
described ;  and,  in  all  the  more  acute  cases,  the  relief  pro- 
duced by  the  medicine  soon  passed  away  when  the  treatment 
was  intermitted,  and  a  relapse — in  many  cases  several  relapses 
—  took  place.  On  this  ground  I  cannot  regard  salicylate  of 
soda  as  a  specific  in  the  treatment  of  rheumatic  fever. 

Relapses  occurred  in  twenty-one  cases  ;  but  in  estimating 
the  comparative  frequency  of  their  occurrence,  several  cases 
ought  to  be  excluded  from  the  calculation.  As  I  have 
already  said,  the  cases  were  of  very  various  degrees  of 
intensity  and  character.  Several  belonged  to  that  mild  form 
of  rheumatic  fever  which  soon  subsides,  after  the  patient  is 
admitted  into  hospital,  irrespective  of  any  special  treatment. 
To  this  class  belonged  twelve  cases  (Nos.  XI.,  XII.,  XIII., 
XIV.,  XV.,  XVIII.,  XX.,  XXII.,  XXIII.,  XXIV.,  XXVI., 
and  XXVIII.).  In  several  of  these  cases  the  temperature 
had  already  fallen  before  the  treatment  with  salicylate  of 
soda  was  commenced,  whilst  in  others  it  became  normal 
about  the  second  or  third  day  after  admission  and  within  a 
very  few  hours  after  the  salicylate  had  been  prescribed. 
Then  the  two  cases  (Nos.  I.  and  II.)  which  passed  into  the 
state  of  hyperpyrexia  whilst  under  the  influence  of  salicylate 
of  soda ;  the  two  fatal  cases  (Nos.  III.  and  IV.) ;  and  lastly 
two  other  cases  (Nos.  XXXI.  and  XXXII.)  in  which  the 
salicylate  was  discontinued  after  a  very  short  trial ;  in  one 
because  it  failed  to  produce  any  decided  benefit,  in  the 
other  on  account  of  the  severe  constitutional  effects  it 
caused,  ought  likewise  to  be  omitted.  Excluding  these 
eighteen  cases  there  were  therefore  relapses  in  twenty-one 
out  of  the  remaining  thirty-two  cases.  In  seven  of  these 
cases  there  was  only  one  relapse ;  in  nine  there  were  two, 
in  two  there  were  three,  in  two  there  were  four,  and  in 
other  two  there  were  five  relapses.  It  is,  indeed,  unquestion- 
able that  relapses  are  apt  to  happen  in  rheumatic  fever, 
under  every  mode  of  treatment  j  but  certainly  in  not  so  large 
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a  proportion  as  in  twenty-one  out  of  thirty-two  cases.  It 
was  also  quite  obvious  that,  in  most  of  these  cases,  the  relapse 
was  due  to  the  influence  of  the  medicine  passing  off;  because 
in  most  instances  the  relapse  took  place  shortly  after  its 
physiological  effects  had  ceased,  and,  in  those  cases  in 
which  more  than  one  relapse  occurred,  the  later  relapses 
happened  in  precisely  similar  circumstances. 

Whilst,  therefore,  we  must  freely  admit  the  great  im- 
mediate relief  that  in  many  cases  follows  the  employment 
of  salicylate  of  soda  in  the  treatment  of  rheumatic  fever, 
there  still  remains  for  consideration  the  question  whether, 
upon  the  whole,  this  treatment  is  successful.  The  answer 
to  this  question  must  depend  upon  :  1st.  whether  the  com- 
plicatiofis  which  are  apt  to  arise  in  the  course  of  rheumatic 
fever  are  less  frequent  under  this  mode  of  treatment;  2nd. 
whether  the  condition  of  the  patient  after  recovery  is  better 
or  worse  than  under  other  modes  of  treatment ;  and,  lastly, 
whether  the  length  of  time  in  hospital  is  longer  or  shorter 
under  this  than  other  modes  of  treatment. 

1st. — We  might  perhaps  have  expected  that  hyper- 
pyrexia, at  least,  would  have  been  prevented  by  the  use  of 
so  powerful  an  antipyretic  agent.  But  the  two  first  cases 
I  have  recorded  negative  this  expectation,  for  hyper- 
pyrexia was  developed  in  both  of  them  after  the  proper 
physiological  effects  of  the  salicylate  of  soda  had  become 
manifest.  Pericarditis  was  already  present  in  many  cases 
before  the  special  treatment  was  commenced ;  but  it  also 
supervened  subsequently  in  several  cases.  In  three  cases 
pneumonia,  and  in  four  others  pleurisy,  supervened  when  the 
constitutional  effects  of  the  salicylate  had  become  manifest. 
On  the  other  hand,  several  cases  that  were  admitted  with 
either  pleuro-pneumonia,  broncho-pneumonia,  or  bronchitis 
ran  very  much  the  same  course  we  are  accustomed  to  see  similar 
cases  run  under  other  modes  of  treatment.  It  thus  appears 
that  treatment  with  salicylate  of  soda  neither  prevents  nor 
diminishes  the  frequency  of  complications  in  rheumatic 
fever. 

2nd. — Patients  treated  with  salicylate  of  soda  become 
very  ansemic ;  they  are  long  in  becoming  able  to  resume 
their  ordinary  occupations,  and  they  appeared  to  me  to 
regain  health  and  strength  more  slowly  than  patients  treated 
in  other  modes. 

3rd. — If  the  two  cases  of  hyperpyrexia,  the  two  fatal  cases 
and  nine  of  the  very  mild  cases,  which   were  each  on  the 
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average  less  than  twenty  days  in  hospital,  be  left  out  of 
account,  it  appears  that  the  remaining  thirty- seven  cases 
were  each  on  an  average  iifty-seven  days  in  liospital.  This 
period,  however,  by  no  means  represents  the  duration  of 
their  disabling  illness,  for  all  of  them  had  been  at  least  a 
few  days  ill  previous  to  admission,  and  probably  none  was  dis- 
charged in  a  condition  to  resume  work ;  many  having  been 
sent  to  convalescent  hospitals  and  others  to  their  friends  in 
the  country  to  recruit.  On  an  impartial  consideration  of 
my  experience,  therefore,  I  am  compelled  to  conclude  that, 
although  the  pain  and  distress  of  the  patient  are  undoubtedly 
assuaged,  for  a  time,  by  salicylate  of  soda,  the  duration  of  his 
illness  is  not  shortened,  neither  is  his  recovery  so  rapid  as 
under  other  modes  of  treatment. 

In  conclusion,  another  question  now  presents  itself  for 
consideration,  namely,  whether  it  is  not  possible  that  some 
injurious  consequence  may  result  from  the  powerful  action 
of  the  medicine  upon  the  heart ;  and,  I  am  bound  to  express 
my  fears  that  the  marked  weakening  of  the  first  sound  of 
the  heart,  observed  in  so  many  cases,  indicates  the  exertion 
of  an  influence  upon  the  muscular  structure  of  that  organ 
which  may  not  always  pass  entirely  away  when  the  treat- 
ment is  suspended,  more  particularly  where  inflammation  of 
either  the  endocardium  or  pericardium  or  of  the  muscular 
structure  itself  exists  during  the  treatment. 


LIV. — A  Case  of  Acute  Hysterical  Vomiting  of  ten  months^ 
duration,  caused  by  Displacement  of  the  Uterus. 
By  Graily  Hewitt,  M.D.     Read  May  28,  1880. 

THE  case  now  submitted  to  the  Society  is  one  which  offers 
many  points  for  consideration.  I  regard  it  as  a  typical 
but  very  extreme  instance  of  an  affection  very  common  in 
gynsecological  practice. 

That  there  is  a  very  intimate  relation  between  the  stomach 
and  the  uterus  is  well  known.  It  seems  to  me  probable,  from 
the  facts  which  from  time  to  time  come  under  my  notice, 
that  the  uterine  source  of  many  cases  of  obstinate  and 
troublesome  nausea  and  vomiting  is  too  often  unrecognised, 
and  that  patients  are  not  seldom  treated  for  disease  of  the 
stomach  when  the  uterus  is  really  at  fault. 

The  subject  of  this  case  was  a  young  lady  aged  20,  who 
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came  under  my  notice  in  December  1879,  as  a  patient  of 
the  All  Saints'  Institution,  in  Gower  Street.  The  general 
history  of  the  case  was  as  follows  : — 

She  has  always  been  accustomed  to  take  a  good  deal  of 
exercise,  has  led  a  very  active  life,  but  has  not  taken  for 
some  years  what  would  be  considered  an  average  quantity  of 
food;  the  reason  for  which  has  been  a  general  disinclination 
for  it,  coupled  apparently  with  the  existence  of  a  notion  on 
her  part  that  she  did  not  require  much.  For  the  last  two  or 
three  years  she  has  been  in  the  habit  of  playing  lawn- tennis 
a  good  deal,  and  has  done  duty  in  playing  the  harmonium  at 
a  place  of  worship. 

Menstruation  has  never  been  regular.  There  have  been 
occasional  intervals  of  two  months,  but  at  times  the  periods 
have  occurred  too  often  and  too  profusely.  There  has  been 
a  complete  cessation  of  menstruation  for  the  last  ten  months, 
since  which  time  she  has  been  ill. 

Present  illness.  — The  patient  has  been  ill  for  ten  months. 
Since  February  1879  she  has  suffered  from  obstinate  sickness, 
which,  at  first  not  very  severe,  gradually  became  worse  and 
worse.  She  has  not  been  able  to  retain  food  in  the  stomach 
in  the  ordinary  way  for  the  whole  of  this  period.  Of  late  the 
sickness  has  become  even  more  severe.  She  has  now  for 
some  little  time  been  able  to  retain  only  koumiss  in  small 
quantities  at  a  time,  the  smallest  particle  of  any  solid  food 
being  rejected  at  once. 

She  has  become  excessively  emaciated.  Her  weight  a  year 
ago  was  10  stone.  It  is  now  stated  to  be  5  or  5^  stone  only. 
Her  weakness  is  extreme.  She  has  been  unable  to  sleep,  and 
her  general  condition  is  deplorable.  Any  attempt  to  walk 
about  and  take  exercise  has  been  attended  with  aggravation 
of  the  symptoms.  Menstruation  has  not  occurred  for  ten 
months,  as  already  observed.  It  was,  I  believe,  conjectured 
by  her  previous  medical  attendant  that  she  was  suffering 
from  some  uterine  displacement. 

Condition  on  admission  (December  19,  1879). — Patient 
constantly  sick  ;  skin  moist ;  there  is  a  commencing  bedsore 
over  sacrum.  Bowels  open,  micturition  frequent.  Pulse 
exceedingly  feeble.  Examination  of  the  pelvis  and  its  con- 
tents showed  that  the  uterus  was  very  low  down  in  the  pel- 
vis, much  swollen,  and  in  a  condition  of  acute  anteversion, 
with  some  considerable  amount  of  anteflexion.  The  uterus 
seemed  very  wide  from  side  to  side,  owing  to  the  general 
engorgement. 
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It  was  decided  that  the  sickness  was  due  to  the  condition 
of  the  uterus.  In  regard  to  the  cause  of  the  displacement 
and  distortion  the  patient  did  not  at  the  time  mention  it, 
but  a  few  weeks  later  she  informed  me  that  in  the  month  of 
Tebruarj,  1879,  she  one  day  jumped  from  the  top  of  some 
seats  in  a  schoolroom,  six  feet  in  height,  to  the  floor. 
Another  young  lady  who  was  with  her  at  the  time  per- 
formed the  same  feat.  They  were  both  of  them  made  sick 
by  the  effort.  The  other  young  lady  went  to  bed  for  six 
weeks,  feeling  ill,  and  having,  as  she  thought,  a  cold.  This 
patient  took  no  notice  of  the  effects  of  the  leap,  and  had,  in 
fact,  forgotten  it.  But  the  sickness  appears  to  have  set  in 
at  precisely  this  time ;  and  there  seems  little  doubt  that  the 
leap  was  responsible  for  the  mischief. 

For  the  first  week  the  treatment  adopted  was  as  follows : 
Nutrient  enemata  of  beef-tea,  with  a  small  quantity  of 
brandy  and  a  few  drops  of  laudanum,  were  administered  three 
times  a  day.  The  patient  was  ordered  to  take  only  a  little 
koumiss  by  the  mouth.  Once  every  hour  during  the  day 
she  was  placed  in  the  knee-and-elbow  position  for  two  or 
three  minutes,  in  order  to  raise  the  uterus  from  its  too  low 
position. 

At  the  beginning  of  the  second  week  she  had  much  im- 
proved ;  the  sickness  was  less,  but  the  patient  extremely  irrit- 
able, no  sleep  except  for  very  short  space  of  time,  complaint 
of  great  headache,  and  a  condition  of  general  unrest.  The 
uterine  sound  was  now  used  for  first  time,  and  by  its  means 
the  uterus  was  raised  and  position  of  fundus  changed. 

The  effect  of  the  use  of  the  sound  was  at  first — for  two 
days — to  reproduce  the  sickness  to  some  extent,  but  it  then 
became  mitigated.  At  the  end  of  the  second  week  condition 
was  much  improved,  patient  still  taking  nutrient  enemata, 
and  iced  champagne  by  the  mouth.  Brand's  essence  of  beef 
and  some  other  food  were  now  given,  but  with  not  mu(;h 
success,  the  stomach  still  rejecting  the  greater  part  of  things 
administered,  except  the  champagne.  The  koumiss  was 
given  up  during  second  week. 

Fourteen  days  after  admission  a  small-sized  ebonite  cradle 
pessary,  such  as  I  am  accustomed  to  employ  for  the  treat- 
ment of  anteflexion  and  anteversion,  was  introduced,  and  it 
has  since  remained  undisturbed.  During  the  third  week  food 
began  to  be  tolerated  by  the  stomach ;  at  first  Darby's  pep- 
tone was  given,  mixed  with  a  little  water,  in  small  doses, 
frequently.     In  three  days,  the  patient  tiring  of  this,  gravy- 
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soup  from  a  confectioner's  was  given,  one,  two,  or  three 
spoonfuls  at  a  time ;  three  to  four  glasses  of  champagne 
daily  and  about  1^  ounces  of  brandy,  the  latter  with  ene- 
mata  ;  also  biscuits  in  small  quantity.  The  sickness  entirely 
left  her  at  the  end  of  this,  the  third,  week. 

During  the  fourth  week  improvement  very  marked.  She 
could  now  take  meat  in  the  solid  state,  and  the  enemata 
were  given  up.  Power  of  sleep  restored,  condition  changed 
for  one  of  absolute  tranquillity.  The  pulse,  which  on  ad- 
mission and  during  first  two  weeks  sometimes  was  under  50 
in  the  minute,  now  beat  at  80.  After  the  fourth  week  the 
patient's  appetite  became  ravenous.  It  seemed  impossible  to 
give  her  enough  ;  all  kinds  of  food  were  equally  agreeable  to 
her — the  anxiety  when  one  meal  was  over  was  for  the  arrival 
of  the  next. 

Six  weeks  after  her  admission  the  patient  so  earnestly 
begged  to  be  allowed  to  get  up  that  it  was  permitted.  In  a 
week  she  walked  round  the  room  a  quarter  of  an  hour  at  a 
time,  feeling  no  ill  effects  whatever. 

Seven  weeks  after  admission  the  patient  was  convalescent 
and  fit  to  leave  the  Institution.  Her  condition  is  now  won- 
derfully altered  for  the  better ;  the  cheeks  have  filled  out, 
and  she  has  entirely  lost  the  look  of  extreme  illness.  All 
kinds  of  food  are  taken,  and  in  large  quantities. 

A  week  after  leaving  the  institution  the  patient  was 
weighed,  and  had  gained  2  stone  in  weight.  Six  weeks 
afterwards  menstruation  returned,  and  the  patient  was  re- 
ported perfectly  well  and  in  full  enjoyment  of  an  active  life. 

RemarJcs. — The  case  is,  in  my  opinion,  to  be  read  in  this 
manner :  The  patient  was  ill-nourished,  weakly,  and  in  a 
bad  state  of  health  before  the  actual  illness  began.  The 
menstrual  irregularities  give  evidence  that  the  uterus  was  in 
a  disturbed  condition  also.  It  is  probable  that  its  tissues 
were  soft,  wanting  in  resistance,  and  that  it  was  somewhat 
displaced  and  altered  in  shape  before  the  commencement  of 
the  severe  illness. 

The  leap  which  occurred  in  February  1879  probably  pro- 
duced a  sudden  and  considerable  displacement  of  the  fundus 
of  the  uterus  downwards  and  forwards — acute  anteversion 
and  flexion ;  and  from  that  time  up  to  the  period  of  admis- 
sion the  uterus  remained  in  its  displaced,  distorted  condi- 
tion. A  secondary  result  occurred,  viz.  a  continuous  conges- 
tion and  engorgement,  and  consequent  swelling,  of  the 
uterus.     Menstruation  was  thus  also  suppressed. 
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The  sickness  was  a  reflex  phenomenon  due  entirely  to  the 
irritation  set  up  in  the  uterus.  It  completely  disappeared 
•when  the  uterus  was  restored  to  its  proper  shape  and  position. 
This  restoration  was  effected  by  the  use  of  the  knee-and- 
elbow  position,  by  the  sound,  and  by  the  cradle  pessary. 
There  would  have  been  no  objection  to  the  use  of  the  cradle 
pessary  at  first,  but  it  was  thought  best  to  employ  other 
methods  of  raising  the  uterus  during  the  first  fortnight. 


LV. — A    Case   of  acquired  Hypertrophy  of  one  Limb. 
By  H.  H.  Glutton.     Read  May  28,  1880. 

THE  case  which  I  have  the  honour  of  showing  the  Society 
this  evening  is  one  in  which  the  right  lower  limb  is 
longer  and  larger  in  every  direction  than  the  left. 

A  boy,  set.  11,  came  to  my  out-patient  room  in  St. 
Thomas's  Hospital  in  October  last  (1879),  complaining  that 
the  whole  of  the  right  leg  was  swollen.  He  had  first  noticed 
this  change  two  months  previously,  unaccompanied  by  any 
pain,  but  only  a  sense  of  weariness  after  any  exertion.  He 
also  found  that  he  was  rather  lame.  His  mother,  an  intel- 
ligent woman,  is  quite  sure  that  previously  there  was  no 
difference  between  the  two  limbs,  and  that  he  never  was 
Lime  before.  He  has  had  no  illness  except  scarlet  fever  at 
six  years  of  age.  This  was  not  followed  by  any  weakness  of 
limb  or  lameness.  At  first  sight,  on  comparing  the  two 
limbs  side  by  side,  without  reference  to  the  trunk,  it  seems 
as  if  the  left  were  merely  an  atrophied  limb  such  as  might 
occur  from  infantile  paralysis.  There  is,  however,  as  I  have 
already  pointed  out,  no  history  of  any  such  cause.  On  strip- 
ping the  patient,  so  that  he  stands  quite  naked  before  you,  it 
is  at  once  evident  that  the  left  is,  in  proportion  to  the  rest 
of  the  body,  the  normal  limb,  while  the  right  seems  too 
large.  This  is  especially  conspicuous  on  comparing  the  two 
sides  of  the  body;  the  left  arm  and  leg  seem  in  natural  pro- 
portion to  one  another,  while  the  right  leg  seems  too  large 
for  the  corresponding  arm ;  the  two  arms  are  evidently  the 
same  size.  You  will  also  notice  as  he  stands  that  there  is 
a  slight  lordosis  and  tilting  of  the  pelvis. 

The  measurements  of  the  two  limbs   taken  for  me  by 
Mr.  Acland,  in  October  1879,  give  the  following  results  : — 
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Length.  Eight.  Left. 

From  anterior  superior  sp.  to  ext.  mall.       .  29;^  in.  28^  in. 

From  lower  border  of  patella  to  int.  mall.  .  13^  in.  13  in. 

From  upper  border  of  pat.  to  ant.  sup.  sp.  .  14|  in.  14^  in. 

So  that  tlie  right  limb  is  longer  than  the  left  by  1  inch,  of 
which  the  thigh  and  leg  take  about  equal  shares.  The 
circumference  shows  a  corresponding  disproportion :  — 

Length.  Eight.  Left. 

Thigh,  upper  third  .  .  .  .  .  17^in.  14^  in. 
At  upper  border  of  patella  .  .  .  12^  in.  11  in. 
Calf 12    in.       9|in. 

There  is  no  difference  in  the  measurements  of  the  two  upper 
extremities  (Plate  VI.,  Fig.  3). 

The  temperature  of  the  two  limbs  has  been  frequently 
taken  with  the  surface  thermometer.  The  temperature  of 
the  right  limb  has  been  found  to  be  always  from  1  to  3 
degrees  higher  than  that  of  the  left. 

Dr.  Kilner,  electrician  to  St.  Thomas's  Hospital,  has 
kindly  examined  the  patient  for  me,  and  furnished  me  with 
a  report,  which  shows  that  to  the  interrupted  current  they 
react  equally  and  normally,  but  that  the  right  leg  has  a 
slight  tendency  to  become  spasmodically  convulsed.  With 
the  continued  current  both  thighs  and  legs  respond  to  equal 
currents,  and  the  right  also  undergoes  continual  spasmodic 
contractions.  The  right  always  offers  less  resistance  than 
the  left.  Irritation  by  rubbing  skin  decreases  resistance 
more  on  the  right  than  the  left. 

If  this  were  a  congenital  case  it  would  not  be  so  remark- 
able as  I  believe  it  to  be.  Congenital  cases  have  occasionally 
been  recorded ;  and,  although  sujficiently  rare  to  be  always 
interesting,  yet  there  are  few  who  have  not  at  times  met 
with  congenital  deformities  in  which  the  whole  or  part  of  a 
limb  was  unnaturally  developed  in  proportion  to  the  rest  of 
the  body.  But  in  this  case  I  believe  the  deformity  to  be  an 
acquired  one  ;  and  if  it  be  so  it  is  an  exceedingly  rare  instance. 

Both  the  mother  and  the  boy  are  most  anxious  to  give 
correct  information,  and  if  their  statements  are  not  ac- 
cepted one  must  believe  they  have  been  themselves  deceived. 
But  this  one  can  hardly  conceive  possible  on  looking  at  the 
two  limbs ;  and  the  fact  that  he  has  only  lately  become  lame 
corroborates  their  statements.  I  think,  then,  one  must 
believe  it  to  be   an   acquired  deformity — a  case  of  simple 
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hypertropliy  of  the  whole  limb.  The  muscles  alone  are  not 
enlarged,  as  in  pseudo-hjpertrophic  paralysis,  but  every 
structure  entering  into  the  formation  of  the  limb  seems  to 
have  gone  a  stage  further  in  its  development  than  the  rest 
of  the  body,  the  bones  showing  a  decided  increase  in  size 
on  the  right  over  those  of  the  left,  as  tested  by  calipers.  The 
limb  itself  seems  to  possess  its  normal  relative  proportions 
when  viewed  alone,  but,  considered  with  reference  to  the 
rest  of  the  body,  it  certainly  appears  abnormally  large. 

I  have  no  explanations  to  offer,  but  simply  lay  the  case 
before  this  Society  for  their  consideration.  Tt  will  be  of 
great  interest  to  note  whether  this  increased  rapidity  of 
growth  on  the  part  of  one  limb  over  the  rest  continues  as 
the  boy  develops.  He  is  now  only  eleven  years  of  age.  I 
shall  hope  to  bring  him  again  before  this  Society  should  any 
change  occur. 

Report  of  Suh-Committee  on  Mr.  Glutton's  Case. 

After  making  a  careful  examination  of  Mr.  Glutton's 
patient  we  are  able  to  confirm  his  report  of  the  features  of 
the  case  in  all  particulars,  and  we  agree  with  him  in  regard- 
ing it  as  an  example  ot  enlargement  of  the  right  lower 
extremity.  Whether,  however,  the  enlargement  is  due  to  a 
congenital  tendency  which  has  gradually  produced  hyper- 
trophy, or  whether  the  enlargement  is  as  recent  as  the 
mother  believes,  we  are  unable  to  say,  the  evidence  on  this 
point  not  being  sufficient  to  warrant  any  positive  conclusion. 
(Signed)  Thomas  Bryant. 

H.  H.  Glutton. 
Howard  Marsh. 


LVI. — Two  Cases  of  Disease  of  the  Mastoid  Bone,  in 
one  of  which  a  severe  attack  of  Herpes  of  the  Face 
followed  Thrombosis  of  the  Lateral  Sinus  and  Jugular 
'Vein.     By  Henry  Morris.     Read  May  28,  1880. 

THE  object  of  the  following  communication  is  (1)  to  point 
out  the  value  of  trephining  the  mastoid  bone,  as  a  pal- 
liative measure,  even  when  recovery  is  not  possible  ;  (2)  to 
show  the  value  of  a  simple  incision  through  the  soft  tissues 
over  the  mastoid  as  a.  curative  measure  in  cases  of  periostitis 
of  that  bone;    and  (3)  to  put  on  record  a  case  in  which  a 
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severe  attack  of  herpes  of  the  face  and  mouth  was  associated 
with  thrombosis  of  the  lateral  sinus  and  internal  jugular 
vein. 

Case  I. 

Otitis  Media.    Suppuration  of  the  Tympanum  and  Mastoid  cells, 

with  Caries  of  the  Petrous  hone,  followed  hy  Thrombosis 

of  the   lateral  Sinus  and  Jugular  Vein,  and  suppuration 

between  the  Dura  Mater  and  hone.    Trephining  the  Mastoid. 

Extensive  Herpes  of  the  Face   and  Mouth.     Death  from 

Pycemia. 

Alfred  S.,  set.  31,  single,  was  admitted,  under  my  care, 

into  the  Middlesex  Hospital  on  the  afternoon  of  November 

14,  1879.     "When  9  years  old  he  had  scarlatina,   which  left 

him  almost  deaf  on  the  left  side,  and  with  a  slight  discharge 

from  the  left  ear.  Both  deafness  and  discharge  were  worse 

sometimes  than  at  others.     Ten  years  ago  he  had  syphilis, 

and  three  years  ago  gonorrhoea ;  a  little  later   and  all  the 

hair  of  his  face  and  head  came    off.      About  this  time  too 

he  had  what  he  called  '  rheumatic  fever  affecting  his  head.' 

For  the  last  four  years  he  suffered  at  times  from  severe 
pain  at  the  back  of  his  head.  Quite  lately  he  has  been 
a  total  abstainer,  and  for  this  reason,  that  whenever  he  took 
a  glass  or  two  of  beer  a  deep  red  fleeting  rash  appeared  on 
his  face  and  neck.  For  many  years  he  had  been  subject 
to  this  annoyance  in  a  slighter  degree.  Ten  days  before 
admission  he  took  a  hot  bath,  and  in  a  day  or  two  after- 
wards was  seized  with  rigors  and  intense  pain  at  the  back 
and  left  side  of  his  head,  together  with  a  feeling  of  general 
malaise.  The  discharge  from  the  left  ear  became  very 
offensive,  but  was  not  profuse.  A  few  days  later  the  pain 
concentrated  itself  behind  the  left  ear,  and  the  discharge 
from  the  ear  was  diminished  for  a  day  or  two.  On  ad- 
mission there  was  a  profuse  discharge  of  pus  from  the 
meatus  ;  there  was  intense  pain,  with  some  swelling  and  red- 
ness, over  the  left  mastoid  region ;  and  acute  tenderness  on 
pressure  over  the  squamous  as  well  as  the  mastoid  portion  of 
the  temporal  bone.  His  expression  was  anxious,  his  pulse 
very  feeble,  and  his  tongue  dry  and  brown  in  the  centre. 
An  attempt  was  made  to  examine  the  tympanum,  but  this 
was  impossible.  He  had  not  been  convulsed,  did  not  appear 
drowsy,  had  no  facial  paralysis,  and  no  affection  of  the  eyes. 
Whilst  in  the  waiting-room  of  the  hospital  he  had  a  severe 
rigor.  Hot  fomentations,  frequently  changed  and  sprinkled 
VOL.  XIII.  A  A 
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with  opium,  were  applied  to  the  left  side  of  the,  head  and 
neck.  He  continued  in  much  the  same  state,  and  without 
any  alleviation  of  the  pain,  up  to  6  p.m.  on  November  16, 
when — whilst  in  the  half-sitting  position  during  the  applica- 
tion of  a  fresh  fomentation — he  suddenly  seemed  to  lose  all 
power  over  himself,  and  within  a  very  few  minutes  was 
breathing  stertorously.  I  saw  him  two  hours  afterwards, 
breathing  with  loud  stertor,  although  the  rate  of  his  respira- 
tions was  normal,  and  with  a  pulse  so  feeble  and  rapid  that 
it  could  not  be  counted.  Although  partly  comatose  he  could 
be  roused  and  made  to  answer  to  his  name.  He  seemed 
to  be  in  pain  when  moved  or  disturbed.  There  was  no 
paralysis.  Over  the  left  mastoid  there  was  now  a  soft  elastic 
spot,  and  into  this,  the  patient  being  under  chloroform,  I 
made  a  straight  vertical  incision  one  inch  long  directly  down 
upon  the  bone.  A  free  escape  of  venous  blood  was  all  that 
followed  until  the  periosteum  backwards  from  the  line  of 
incision  was  raised,  when  about  three-quarters  of  a  teaspoon- 
ful  of  thick  and  very  stinking  pus  flowed  away.  A  small 
carious  point  at  the  back  of  the  mastoid  was  seen,  and  into 
this  a  small  drill  was  introduced,  and  a  little  more  pus 
escaped.  Within  a  few  seconds  afterwards  his  pulse  im- 
proved markedly,  and  could  now  be  easily  counted  108  in  the 
minute ;  stertor  ceased,  and  he  fell  into  a  quiet  sleep,  which 
continued  till  3  a.m.  in  the  morning.  On  waking  he  knew 
his  friends,  was  quite  free  from  pain,  recollected  all  that  had 
occurred  up  to  the  time  of  his  fit,  and  a.nswered  questions 
clearly,  though  slowly  and  with  some  hesitation. 

On  November  17  he  said  he  felt  .much  better  than  he 
had  done  for  many  days,  was  quite  free  from  pain,  and  anxious 
about  his  chances  of  recovery.  But  pyaemia  had  already  too 
clearly  set  in.  He  had  had  another  rigor.  His  temperature 
was  very  fluctuating,  being  sometimes  103°,  and  in  an  hour 
or  two  afterwards  below  normal ;  his  pulse  was  124  and  small, 
respirations  44,  and  laboured,  and  he  had  a  short  hack- 
ing cough,  attended  with  muco-purulent  expectoration.  He 
complained  too  of  feeling  cold,  had  a  good  deal  of  hiccough 
and  frequent  diarrhoea  (the  stools  being  slightly  blood-stained 
before  death)  ;  his  tongue  was  red  and  dry  in  the  centre,  and 
thickly  furred  at  the  edges,  and  his  throat  was  coated  with 
tenacious  glairy  mucus. 

It  is  needless  to  follow  the  daily  report  of  the  symptoms 
till  his  death,  on  November  27.  There  is  one  feature,  how- 
ever, which  requires  further  notice,  as  it  gives  this  case  its 
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special  peculiarity.  On  November  19,  three  days  after  the 
operation,  a  few  herpetic  vesicles  were  noticed  on  the  right 
side  of  the  lips  and  on  the  centre  of  the  right  cheek.  The 
next  day  the  rash  had  spread  thickly  over  the  right  half  of 
the  face,  and  a  linear  patch  of  the  eruption  extended  out- 
wards from  the  left  angle  of  the  mouth,  the  vesicles  being 
thickest  and  largest  on  the  centre  of  the  right  cheek  and  on 
the  right  side  of  the  nose. 

The  left  temporal  artery  was  very  prominent,  pulsating 
much  more  strongly  than  the  right.  There  was  marked 
fulness  of  the  frontal  veins,  especially  the  left.  The  conjunc- 
tivae were  swelled.  On  November  21  twitcliings  of  the 
facial  muscles  were  noticed,  and  continued  for  half  an  hour, 
and  were  followed  by  such  a  marked  change  of  countenance 
that  he  was  thought  to  be  dying ;  afterwards  he  was  very 
drowsy  for  many  hours.  Twelve  hours  later  the  rash  was 
much  thicker,  and  he  complained  of  his  throat  being  so  sore 
that  he  could  scarcely  swallow.  The  mucous  membranes  of 
the  mouth  and  tongue  were  deeply  congested,  and  covered 
with  a  herpes-like  eruption. 

On  November  22  much  of  the  eruption  had  s'^abbed  over, 
but  a  fresh  crop  had  appeared  on  the  left  upper  eyelid,  and 
what  could  be  seen  of  his  face  was  constantly  flushing.  On 
November  23  the  eruption  spread  more  widely  over  the  left 
side  of  the  face ;  on  the  right  side  it  was  quite  confluent.  A 
thick  blood-stained  scab  covered  the  left  eyelid.  The  throat, 
mouth,  and  tongue  were  coated  with  a  quantity  of  sordes. 
In  this  state  his  face  and  mouth  continued  till  his  death, 
on  November  27. 

The  post-mortem  examination  was  made,  twenty-four 
hours  after  death,  by  Dr.  Coupland  and  Mr.  Sutton.  The 
following  is  an  abstract  from  Dr.  Coupland's  report: — 

Both  sides  of  the  face,  the  lips,  eyelids,  and  nose  were 
covered  by  a  profuse  eruption  of  desiccated  vesicles  and  dried 
blood — the  remains  of  herpes.  There  was  a  thin  clot  in  the 
longitudinal  sinus,  a  soft  black  coagulum  in  the  right  lateral 
sinus,  in  the  torcular  herophili,  and  extending  a  short  dis- 
tance into  the  left  lateral  sinus.  About  one  inch  from  the 
torcular  the  left  sinus  was  plugged  with  a  firmly  adherent 
discoloured  clot,  the  central  part  of  which  had  broken  down. 
The  dura  mater  about  this  spot  was  much  thickened,  de- 
tached, and  its  outer  surface  discoloured.  The  bone  forming 
the  groove  of  the  lateral  sinus  was  of  a  greyish-black  colour, 
but  no  line  of  demarcation  marked  it  off  from  the  surround- 
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ing  healthy  bone.  The  bone  behind  the  groove  was  perforated 
by  a  drill-hole  the  size  of  a  small  quill  at  a  point  correspond- 
ing externally  with  the  root  of  the  mastoid  process.  The 
plugging  of  the  sinus  and  the  thickening  of  its  walls  extended 
throughout  the  rest  of  its  length,  and  the  left  jugular  vein 
also  had  its  walls  thickened  and  its  cavity  filled  by  an 
adherent  discoloured  thrombus,  which  formed  a  tolerably 
thick  layer  to  the  vessel  along  its  whole  length,  a  central 
canal  filled  with  puriform  material  being  left  in  the  throm- 
bus. At  the  point  of  junction  with  the  left  subclavian  a 
tongue  of  recent  black  coagulum  projected  from  the  mouth 
of  the  jugular  vein.  The  lymphatic  glands  in  the  neck  were 
swollen  and  vascular,  and  adherent  to  the  jugular  vein.  The 
pia  mater  was  full  of  blood,  the  veins  of  each  side  being 
equally  engorged.  There  was  no  discoloration  of  the  left 
temporo-sphenoidal  lobe  ;  perhaps  there  was  slight  pitting  of 
the  outer  surface  of  the  left  hemisphere  of  the  cerebellum, 
but  there  was  no  softening,  and  no  abscess  in  any  part  of 
the  brain.  The  right  pleural  cavity  contained  upwards  of 
a  pint  of  seropurulent  fluid.  Both  visceral  and  parietal 
layers  of  pleura  were  coated  with  lymph.  The  lower  and 
middle  lobes  of  the  lung  were  compressed.  In  the  middle 
lobe,  near  its  lower  border,  a  small  abscess,  the  size  of  a 
walnut,  projected,  surrounded  by  a  zone  of  red  hepatization. 
Another  similar  infarction,  but  not  yet  suppurating,  pre- 
sented at  the  surface  near  the  upper  margin  of  the  lower 
lobe.  These  were  the  only  pysemic  foci  found  in  either 
lung  ;  both  lungs  were  mnch  engorged,  and  their  bronchi  were 
filled  with  secretion.  The  intestines  contained  much  semi- 
fluid fsecal  matter ;  patches  of  bright  red  congestion  and  of 
capillary  ecchymosis,  chiefly  along  the  lines  of  the  valvulce 
conniventes,  occurred  here  and  there.  The  tympanic  mem- 
brane was  deficient  in  its  upper  half,  and  the  tympanic  cavity 
as  well  as  the  external  meatus  were  filled  with  pus.  The 
lining  membrane  of  the  tympanum  was  thickened.  The 
auditory  ossicles  were  intact.  The  po^erior  wall  of  the 
tympanum  was  wholly  wanting,  as  were  also  the  inner  two- 
thirds  of  the  posterior  wall  of  the  osseous  canal.  Thus  the 
mastoid  cells  communicated  both  with  the  middle  ear  and 
with  the  external  meatus ;  and  further  a  carious  opening 
in  the  posterior  surface  of  the  base  of  the  petrous  portion  of 
the  temporal  bone,  large  enough  to  admit  a  probe,  formed  a 
communication  through  the  mastoid  cells,  between  both  the 
tympanum  and  auditory  meatus  on  the  one  side  and  the 
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groove  for  tlie  lateral  sinus  on  the  other.  The  mastoid  cells 
were  plugged  by  a  quantity  of  caseous  material.  The  bone 
separating  the  tympanum  from  the  middle  fossa  of  the  skull 
was  extremel}'  thin. 

BemarJcs. — It  is  well  known  that  otitis  interna  or  media 
may  excite  thrombosis  of  the  sinuses  of  the  dura  mater,  as 
well  as  inflammation  and  abscess  of  the  brain,  by  the  exten- 
sion of  inflammation  and  clotting  along  the  small  veins  which 
pass  from  the  cavity  of  the  tympanum  and  the  mastoid  cells 
to  the  lateral  sinus  ;  and  this,  too,  without  inducing  either 
caries  or  necrosis  of  the  petrous  portion  of  the  temporal  bone. 
Such  cases  have  been  reported  by  Drs.  Ogle,  Brinton,  and 
Dickinson  in  some  of  the  earlier  volume  of  the  '  Patholo- 
logical  Society's  Transactions.'  In  the  present  case,  however, 
as  much  more  commonly  happens,  the  immediate  cause  of  the 
thrombosis  of  the  sinuses  was  the  caries  of  the  temporal 
bone. 

The  disease  had  advanced  too  far  before  the  patient's 
admission  into  the  hospital  for  any  treatment  to  avail  in 
saving  life.  Trephining,  by  providing  for  the  free  escape 
of  pus,  not  only  prolonged  life  and  restored  consciousness 
for  some  days,  but  added  to  these  efiects  the  alleviation  of 
very  great  suffering.  The  mastoid  cells  were  not  penetrated 
by  the  drill,  as  the  bone  was  pierced  where  it  was  seen  to  be 
carious  at  its  surface,  and  where,  as  it  proved,  pus  was  in 
contact  with  its  deep  surface. 

Although  the  tympanum  had  been  diseased  for  many 
years  the  mastoid  cells  and  the  external  auditory  canal  were 
the  parts  most  affected ;  and  the  case  gives  support  to  Mr. 
Toynbee's  view,  that  inflammation  of  these  parts,  in  the 
adult,  produces  disease  of  the  lateral  sinus  or  cerebellum, 
and  that  when  the  lateral  sinus  is  affected  death  follows 
from  lobular  pneumonia  and  pleurisy.  Neither  swelling  nor 
tenderness  marked  the  extension  of  the  disease  along  the 
jugular  vein,  as  they  very  frequently  do ;  and,  though  the 
lymphatic  glands  about  the  cervical  sheath  were  aft'ected,  they 
were  not  sufficiently  enlarged  to  cause  swelling  during  life. 

The  herpes  was  throughout  most  marked  upon,  and  for  a 
time  limited  to,  the  right  side  of  the  face.  It  was  so  severe 
and  confluent  that  had  the  patient  recovered  the  face  must 
have  been  pitted  as  after  small-pox.  I  attempted  to  explain 
this  eruption  on  the  hypothesis  of  active  venous  congestion 
in  the  following  manner :  If  the  left  lateral  sinus  is  ob- 
structed, the  blood  would  have  to  return  in  great  measure 
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from  the  left  side  of  the  brain  through  the  right  jugular. 
The  increased  pressure  upon  the  large  stream  flowing  through 
the  main  channel  would  retard  the  escape  of  blood  from  the 
tributaries  to  the  right  jugular,  and  thus  the  face  and  fauces 
of  the  right  side  would  become  congested.  As  long  as  the 
thrombus  did  not  extend  far  down  the  left  jugular  vein, 
venous  blood  would  be  able  to  pass  freely  through  the  left 
facial,  lingual,  and  pharyngeal  veins  into  the  left  internal 
jugular ;  but  when  once  the  thrombus  had  extended  along 
the  jugular  to  below  its  junction  with  the  facial  the 
blood  from  the  left  side  of  the  face  and  mouth  could  only 
find  an  outlet  through  the  veins  of  the  opposite  side,  or 
through  the  facial  communicating  into  the  external  jugular 
of  its  own  side.  Thus  not  only  would  the  veins  of  the  left 
side  of  the  face  and  mouth  become  congested,  but  the  con- 
gestion of  the  right  side  would  be  still  more  increased. 
There  would  be  resistance  also  to  the  passage  of  blood 
through  the  internal  carotid  artery  of  the  same  side  as,  and 
as  the  result  of,  the  thrombosis,  and  this  would  lead  to 
increased  tension  in  the  external  carotid  and  its  branches, 
and  thus  to  the  more  forcible  pulsation  of  the  left  temporal 
artery.  The  stasis  in  the  jugular  vein  and  lateral  sinus 
would  doubtless  cause  compression  on  certain  nerves,  includ- 
ing the  sympathetic,  and  this  would  lead  to  dilatation  of  the 
branches  of  the  external  carotid.  If  this  hypothesis  holds 
good  for  the  eruption  on  the  cutaneous  surface,  it  would  also 
for  that  on  the  inside  of  the  mouth,  as  the  blood  from  the 
buccal  and  labial  mucous  membrane,  from  the  tonsil,  soft 
palate,  and  tongue,  passes  into  the  internal  jugular,  either 
directly  or  through  the  common  facial  vein. 

It  must  be  admitted,  however,  that  it  would  be  very 
difficult  to  prove  that  the  herpes  was  not  excited  by  irritation 
of,  or  change  in,  the  nerves  of  the  face ;  for,  owing  to  the 
mode  of  distribution  of  the  fifth  nerve,  it  is  not  possible 
either  to  trace  the  vesicles  along  any  individual  nerve- 
filaments,  nor  to  say  that  they  do  not  follow  the  course  of 
special  branches.  But  it  will  be  noticed  that,  whilst  the 
eruption  occurred  on  parts  of  the  skin  supplied  by  branches 
of  the  third  division  of  the  fifth,  it  was  absent  from  the  area 
supplied  by  the  auriculo-temporal  branch  of  that  division. 
This  favours  the  hypothesis  of  venous  congestion,  because  this 
is  the  area  from  which  the  blood  flows  at  once  into  the 
external  jugular  vein,  and  therefore  is  throughout  compara- 
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tively  uninterfered  witli  by  the  obstruction  in  the  internal 
jugular  vein. 

Another  explanation  may  be  offered,  by  which  the  venous 
congestion  and  nerve  influence  would  take  part ;  the  venous 
congestion  being  the  immediate  cause  of  the  nerve  interfer- 
ence, and  the  latter  through  its  influence  on  the  tissues  of 
the  herpetic  eruption.  Three  of  the  branches  of  the  fifth 
emerge  upon  the  face,  and  several  reach  the  mucous  mem- 
brane of  the  mouth  and  the  top  of  the  pharynx,  after  pass- 
ing through  bony  canals,  and  are  thus  liable  to  be  com- 
pressed b}'  their  companion  vessels  if  distended.  In  support 
of  this  view  it  will  be  observed  that  the  parts  of  the  face 
especially  affected  were  those  supplied  by  branches  just  after 
they  have  escaped  from  the  infra-orbital  and  mental  fora- 
mina ;  and  that  the  auriculo-temporal,  after  leaving  the 
trunk  of  the  inferior  maxillary  division,  reaches  its  destina- 
tion without  going  through  a,ny  canal  or  foramen. 

Whichever  explanation  be  thought  most  probable,  one 
fact  must  be  borne  in  mind,  namely,  that  this  particular 
patient  had  a  great  tendency  to  capillary  congestion  of  the 
face  ani  neck,  as  indicated  by  the  temporary  deep  red  rash 
which  was  always  produced  by  taking  stimulants.  That 
something  besides  the  occlusion  of  the  internal  jugular  is 
requisite  to  give  rise  to  herpes  may  be  well  surmised,  from 
the  fact  that  out  of  fifty-eight  cases  of  wounds  of  that  vein 
collected  by  Professor  S.  W.  Gross,  which  were  treated 
either  by  pressure  or  the  ligature,  there  is  no  mention  made 
of  any  similar  occurrence.  It  may  be  thought  that  these 
cases  (sixteen  of  which  were  treated  by  compression,  and 
forty-two  by  ligature)  would  be  less  likely  to  be  afl'ected  by 
any  eruption  due  to  congestion,  because,  it  might  be  sup- 
posed, the  amount  of  blood  lost  through  the  wound  would 
prevent  congestion  and  allow  time  for  the  circulation  to 
adapt  itself  to  the  altered  circumstances.  But,  as  a  matter 
of  fact,  the  amount  of  blood  lost  in  several  of  these  cases 
was  extremely  small,  and  further,  as  in  a  case  of  my  own, 
published  in  the  '  Medico-Ohirurgical  Transactions,'  vol.  Ixiii., 
the  external  jugular,  as  well  as  the  internal,  on  the  same  side, 
was  ligatured.  There  is  no  doubt,  too,  an  important  differ- 
ence in  the  effects  upon  the  circulation  between  a  thrombus 
in,  and  extending  from,  the  lateral  sinus  along  the  internal 
jugular,  and  ligation  of  the  internal  jugular  vein  in  the 
middle  or  lower  part  of  the  neck.  In  the  former  case  other 
sinuses  are  often  also  affected,  and  from  the  very  commence- 
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ment  the  greater  part  of  the  strain  of  the  venous  circulation  of 
the  skull  would  be  thrown  upon  the  veins  of  the  opposite 
side ;  while,  at  a  later  period,  as  the  thrombus  reaches  lower 
and  lower  down,  the  greater  part  of  the  venous  blood  of  the 
external  parts  of  the  skull  would  have  to  find  its  way  into 
the  veins  of  the  unaiFected  side ;  whereas  if  a  ligature  be 
applied  to  the  jugular  the  intra-cranial  venous  blood  would 
find  its  way  as  usual  out  of  the  head,  and,  descending  on  its 
own  side  to  the  point  of  ligature,  would  be  distributed  partly 
to  the  external  and  anterior  jugular,  and  partly  through  the 
anastomoses  with  the  veins  of  the  opposite  side.  Even  if  the 
external  jugular  has  been  ligatured  as  well  as  the  internal 
there  is  such  a  free  communication  between  the  anterior  and 
external  jugulars  that  a  good  channel  into  the  subclavian 
would  be  rapidly  established.  Admitting  this  difference,  it 
becomes  interesting  to  inquire  next  if  any  similar  eruption 
has  been  noticed  in  cases  in  which  the  internal  jugular  has 
been  occluded  by  extension  of  thrombus  from  the  lateral 
sinus.  With  this  view  I  have  looked  through  a  large  number 
of  cases  of  thrombosis  of  the  cerebral  veins  and  sinuses  of 
the  dura  mater,  but  without  finding  any  in  which  a  cuta- 
neous eruption  is  stated  to  have  occurred.  The  only  approach 
to  any  similar  condition  that  I  have  met  with  is  in  the  case 
of  a  boy  aged  eleven  years,  who,  a  few  days  before  his  death, 
became  comatose,  and  had  '  profuse  sweats,  limited  to  face, 
neck,  and  upper  part  of  chest.'  He  was  the  subject  of  maras- 
mic  thrombosis  of  some  of  the  superior  and  anterior  cerebral 
veins,  and  of  nearly  the  whole  length  of  the  superior  longi- 
tudinal sinus ;  the  left  lateral  sinus  also  containing  a  small 
coagulum.  The  case  is  described  by  Dr.  M.  E.  Fritz,  and  is 
quoted  by  Dr.  Lidell  in  the  second  of  his  exhaustive  articles 
on  cerebral  thrombosis  ('American  Journal  of  Medical 
Sciences,'  July  1874,  p.  69). 

It  might  be  expected  that  if  herpes  of  the  face  can  occur, 
either  directly  or  indirectly,  as  the  result  of  venous  conges- 
tion, that  a  very  favourable  condition  would  be  provided  in 
cases  of  obstruction  of  the  superior  vena  cava,  and  where  the 
brachio-cephalic  veins  and  terminations  of  the  jugulars  and 
subclavians  are  blocked  and  converted  into  tough  rigid  solid 
cords.  Yet  in  four  typical  cases,  recorded  by  Dr.  Owen  Rees 
in  the  '  Guy's  Hospital  Eeports,'  1861,  nothing  was  noticed 
beyond  congestion  and  oedema,  and  in  one  case  slight  facial 
paralysis.  (Edema  of  the  right  eyelids  and  facial  paralysis 
on  the  same  side  were  observed  also  by   Dr.  Hubner  in  a 
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case  of  thrombosis  of  tlie  longitudinal  transverse  and  right 
cavernous  sinus,  and  right  ophthalmic  vein  (case  Ixx.  in 
Lidell's  article). 

Case  II. 

Otitis  Externa.     Suppurative  Periostitis  of  the  Mastoid. 
Incision.     Recovery. 

At  the  end  of  July  1879  a  gentleman,  about  fifty  years 
of  age,  went  to  Whitby,  and  while  there  bathed  once  or 
twice  in  the  sea,  the  water  being  very  cold.  The  day  after 
h^'s  last  bathe  he  was  attacked  bj'  earache,  and  had  a  sensa- 
tion as  if  there  was  something  in  the  ear.  The  earache 
proper  soon  subsided,  but  he  became  subject  to  violent 
attacks  of  neuralgic  pain,  with  marked  nocturnal  exacerba- 
tions. The  pain  extended  all  over  the  left  side  of  the  head, 
but  was  most  severe  behind  the  ear.  The  hearing  on  this 
side  became  much  impaired.  On  September  7  he  came  to 
London,  and  I  then  saw  him.  His  symptoms  were  such  as 
are  described  above.  He  had  not  slept,  on  account  of  the 
pain,  for  several  nights.  The  tympanic  membrane  was 
normal  in  appearance.  The  tissues  over  the  mastoid  were 
red  and  swollen,  and  very  tender.  The  ticking  of  a  watch 
could  not  be  heard  close  to  the  ear.  Leeches  and  hot  seda- 
tive applications  were  prescribed,  and  sedatives  were  given 
internally.  During  the  next  few  days  a  spot  over  the  mastoid 
as  large  as  the  finger-tip  became  more  elastic  than  the  parts 
around ;  pus  was  suspected,  and  on  September  11a  straiglit 
vertical  incision  was  made  down  upon  the  bone,  when  a  little 
pus  escaped.  The  surface  of  the  bone  was  soft  and  easily 
penetrated  by  the  knife.  Relief  was  immediate  and  com- 
plete. A  day  or  two  afterwards  he  was  able  to  go  to  the  sea- 
side ;  and  when  I  saw  him,  on  his  way  back  to  the  North, 
about  one  week  later,  the  wound  was  all  but  healed,  and  he  was 
feeling  quite  himself.  He  is  now  perfectly  well,  and  his 
hearing  is  as  good  as  ever. 

Remarks. — This  case  shows  that  immediate  relief  from 
pain,  as  well  as  permanent  recovery,  may  follow  from  an 
incision  over  the  mastoid,  when  suppurative  periostitis  of 
that  bone  is  propagated  from  acute  or  subacute  inflamma- 
tion of  the  meatus.  The  same  benefit  maybe  expected  to 
follow  the  operation  if  periostitis  exists  without  suppuration. 
If  pus  is  present  an  incision  is,  of  course,  requisite,  and  should 
be  made  early ;  and  it  would  be  well  to  resort  to  the  knife 
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in  all  cases  in  which  there  is  continuous  pain,  with  tender- 
ness and  oedema  over  the  mastoid  process.  In  some  cases  an 
incision  seems  all  that  is  necessary ;  recovery  following  as 
soon  as  the  tension  of  the  inflamed  periosteum  and  superficial 
structures  is  relieved.  This,  as  it  seems  to  me,  is  the  lesson 
taught  by  case  II.  as  contrasted  with  case  I.,  in  which  any- 
thing short  of  trephining  would  have  done  but  little  good. 
But  if  the  local  pain  continues  after,  or  symptoms  of  cerebral 
irritation  supervene  upon,  the  simple  incision,  perforation  of 
the  mastoid  cells  should  be  performed.  Nothing  less  than 
trephining  at  an  early  date  would  be  of  any  use  either  in  a 
third  class  of  cases — viz.  those  in  which  rigors,  tenderness  on 
deep  pressure,  and  cedema  over  the  mastoid — follow  shortly 
after  acute  suppuration  of  the  tympanum. 


LVII. — A  Case  of  Unilateral  Morphoea^  with  Exostoses 
and  Corneal  Opacity.  Communicated  by  Mr.  J.  F. 
Streatpeild.  With  Eemarks  by  Mr.  Hutchinson. 
Read  May  28,  1880. 

THE  case  which  I  wish  to  bring  before  the  Society  is 
one  very  interesting  to  many,  but  it  is  not  essen- 
tially an  eye  case.  James  Blunt,  set.  45,  agricultural  labourer, 
came  to  the  Moorfields  Eye  Hospital  three  weeks  ago  for 
impairment  of  vision  of  the  left  eye.  In  infancy,  he  told 
me,  he  had  had  a  '  strong '  inflammation  in  that  eye,  and 
had  often  had  a  '  cold '  in  it.  But  this  has  probably  nothing 
to  do  with  his  present  state.  On  admission  all  the  lower, 
exposed,  part  of  the  cornea  of  the  left  eye  was  opaque.  The 
opacity  was  ill-defined,  and  extended  upwards  beyond  the 
centre  of  the  cornea.  There  was  no  redness  at  any  part 
around  the  cornea — no  zone,  as  in  any  ordinary  keratitis, 
nor  any  other  sign  of  inflammation  of  the  eye.  But  it  did 
not  seem  like  an  old  opacity,  and  his  eyesight  had  only  been 
so  bad  for  a  fortnight  before  he  came  to  the  hospital.  The 
eyelids  could  not  be  widely  opened,  and  all  the  movements 
of  the  eyeball  were  limited.  He  has  now  been  three  weeks 
an  in-patient,  and  the  corneal  opacity  is  much  less  in  extent, 
and  his  vision,  therefore,  considerably  improved  since  his  ad- 
mission. The  state  of  the  cornea  seemed  to  me  to  resemble, 
in  appearance,  the  preliminary  irregular  opacity  of  the 
cornea,  which  is  seen  to  occur,  from  nutritional  change  or 
otherwise,  in  some   cases   of  paralysis  of  the   fifth   nerve. 
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There  was,  however,  no  insensibility  of  the  cornea.  I  then 
observed  the  peculiar  brawny  condition  of  the  skin  and  sub- 
cutaneous parts  of  the  left  side  of  the  face;  that  his  face  had 
no  wrinkles  on  that  side,  and  that,  within  the  mouth,  there 
were  exostoses  of  the  lower  jaw,  and  of  the  hard  palate,  on  the 
same  side.  He  told  me  that,  six  months  ago,  he  could  hardly 
open  his  mouth  at  all.  Mr.  Hutchinson  informs  me  that, 
irrespective  of  the  eye  affection,  it  is  a  case  of  extreme  rarity. 

Remarks  by  Mr.  Hutchinson. 

Through  the  kindness  of  Mr.  Streatfeild  I  was  afforded 
an  opportunity  of  examining  his  patient,  and  the  following 
are  the  notes  which  I  made  at  the  time  : — 

James  Blunt,  set.  45,  was  admitted  under  Mr.  Streat- 
feild's care  in  May  1880. 

The  whole  leit  side  of  his  face  was  in  a  condition  of  dif- 
fused morphoea.  Up  the  middle  of  forehead  was  a  tolerably 
definite  line  of  demarcation,  the  right  half  showing  the  usual 
wrinkles,  the  left  being  smooth  and  tight.  On  the  left  side 
there  were  some  pc^rtions  which  looked  a  little  tallow-like,  but 
none  actually  like  ivory.  One  large  patch  towards  the  temple 
was  slightly  reddened.  At  first  sight  it  might  have  been 
thought  that  his  cheek  did  not  suffer,  but  close  inspection 
made  it  evident  that  the  whole  cheek  was  rather  fuller  than 
the  other  and  less  mobile,  and  that  it  was  patchy,  yellow, 
and  red.  The  lower  eyelid,  especially,  was  yellow.  His 
mouth  was  not  quite  symmetrical,  the  left  corner  being 
elevated.  His  upper  eyelid  drooped  a  little,  and  the  lower 
lid  Avas  slightly  elevated.  The  eyeball  was  a  little  congested, 
and  there  was  a  line  of  superficial  corneal  ulceration  exactly 
where  the  lower  lid  touched. 

The  altered  condition  of  the  affected  skin  was  much  more 
evident  to  the  finger  than  to  the  eye.  Everywhere  on  the 
affected  cheek  the  skin  and  subcutaneous  cellular  tissue  was 
fiirm  and  slightly  thickened.  In  most  parts,  and  especially 
towards  the  middle  of  the  face,  it  was  impossible  to  pinch  the 
skin  up.  On  the  cheek  and  temple  this  condition  was  less 
marked,  but  still  in  contrast  with  the  other  side  the  rigidity 
was  well  marked.  The  cheek  and  forehead  moved  but  little 
during  whistling,  frowning,  &c.,  and  he  could  not  puff  the 
cheek  out  beyond  a  very  slight  extent. 

The  rigidity  of  the  skin  made  it  difficult  to  expose  the 
eyeball  widely,  especially  the  lower  lid  felt  fixed  and  stiff. 
The  pupil  was  of  normal  size  (No.  3),  and  acted  fairly,  and 
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accommodation  was  good.  He  could  not  move  the  eyeball 
well  in  any  direction,  upwards,  downwards,  outwards,  or 
inwards,  but  it  was  clear  that  none  of  the  muscles  were 
really  paralysed,  as  he  accomplished  some  movement  in  all 
these  directions.  He  appeared  to  have  difficulty  in  moving 
the  other  to  considerable  degrees,  and  in  maintaining  its 
position  after  he  had  accomplished  a  considerable  displace- 
ment to  right  or  left. 

Just  to  the  right  of  middle  line  on  the  palate  was  a  hard 
exostosis  the  size  of  a  horse-bean.  This  was  placed  a  little 
in  front  of  the  junction  of  soft  palate,  and  coming  forward 
from  it  along  the  right  side  of  the  junction  of  the  palate  pro- 
cesses were  several  other  small  bony  growths.  There  was 
also  ill-defined  thickening  of  the  body  of  the  lower  jaw. 

In  opening  his  mouth  the  jaw-bone  moved  much  more  on 
the  right  side  than  the  left.  The  fingers  placed  over  the  two 
articulations  felt  the  head  of  the  bone  to  slide  forwards  on 
the  right  when  he  depressed  the  jaw,  whilst  it  moved  but 
little  on  the  other. 

My  impression  is  that  all  these  symptoms  should  be 
explained  by  the  diagnosis  of  morphoea,  the  skin,  sub- 
cutaneous cellular  tissues,  periosteum,  and  bone  being  all 
affected.  The  partial  immobility  of  the  eyeball  is  probably 
due  to  the  sclerosed  condition  of  the  cellular  tissue  sur- 
rounding the  muscles.  Thus  we  find  the  iris  and  ciliary 
muscle  little  if  at  all  affected.  The  ulceration  in  the  cornea 
is  probably  due  to  the  pressure  of  the  edge  of  the  sclerosed 
lower  lid  against  the  eyeball.  The  unsymmetrical  movement 
of  the  lower  jaw  is  due  to  induration  of  the  structures  of  left 
cheek  and  about  the  joint,  and  perhaps  in  part  to  altera- 
tions in  its  form. 

Mr.  Streatfeild's  patient  is  a  healthy  farm  labourer.  He 
said  that  he  first  noticed  some  stiffness  of  the  left  cheek 
about  six  months  ago.  About  a  month  ago  his  eye  inflamed, 
and  until  this  occurred  he  had  not  taken  much  notice  of  his 
ailment.  He  had  had  very  little  pain  in  the  eye,  and  none 
in  the  cheek.  There  was  no  defect  of  sensation  in  the 
affected  parts. 

He  said  that  in  infancy  this  eye  had  been  inflamed,  and 
that  ever  since  it  had  been  liable  to  catch  cold.  He  had  never 
had  toothache  or  tic.  It  is  not  improbable  that  he  over- 
looked the  beginning  of  the  changes  in  the  skin,  and  that 
they  have  been  in  progress  considerably  longer  than  he  states. 

The    occurrence   of  exostosis    and   bone    thickening    in 
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association  with  morplioea  changes  in  the  skin  is  of  great 
interest.  I  have  seen  it  before  in  one  or  two  instances,  but 
never  such  large  and  definite  exostoses.* 


LVIII. — An  unusual  Case  of  Cardio-pulmonary  Bruit. 
By  Frederick  Taylor,  M.D.     Read  May  28,  1880. 

STEPHEN  B.,  0et.  38,  a  blacksmith  by  trade,  and  residing 
at  Poplar,  came  to  me,  as  an  out-patient,  on  Friday, 
February  27,  1880.  He  said  that  he  was  fairly  well  until 
March  1879,  when  he  was  taken  with  cold  clammy  sweats, 
and  continual  coughing  and  spitting  at  night.  He  attended 
for  some  little  time  at  the  Victoria  Park  Hospital,  but  got  no 
material  relief,  and  the  coughing  and  spitting  have  continued 
ever  since.  The  sweating  has  ceased,  but  he  has  lost  flesh 
to  the  extent  of  2  stones  weight  in  the  last  year,  and  he 
has  discontinued  work  since  the  middle  of  February.  For 
two  or  three  months  he  has  heard  a  peculiar  noise  in  his 
chest.     He  had  rheumatic  fever  at  the  age  of  18  or  19. 

He  is  of  medium  height,  with  dark  hair  and  eyes,  pale 
sallow  face,  and  only  average  breadth  of  shoulders.  He  is 
now  spare,  both  in  muscle  and  subcutaneous  tissue.  On  the 
back  of  the  right  wrist  is  a  rather  extensive  ganglion,  from 
which,  he  says,  seed-like  bodies  have  been  extracted  by 
means  of  a  small  incision.  There  is  marked  clubbing  of  the 
ends  of  the  fingers.  The  chest  is  flat,  fairly  symmetrical, 
with  a  wide  epigastric  angle.  During  quiet  respiration  the 
left  upper  chest  scarcely  moves  at  all ;  the  right  upper  chest 
moves  freely ;  the  lower  chest  on  either  side  expands  only 
slightly,  but  there  is  more  retraction  of  the  intercostal  spaces 
on  the  left  side  than  on  the  right.  Percussion  gives  the  fol- 
lowing results  :  In  front  the  right  side  is  hyper-resonant,  and 
full  resonance  encroaches  on  the  hepatic  area,  and  extends  over 
the  middle  line  nearly  to  the  nipple,  between  the  third  and 
sixth  costal  cartilages.  Above  the  clavicle  on  the  left  side 
the  note  is  resonant,  but  it  is  less  so  below  the  clavicle,  and 
becomes  dull  at  the  level  of  the  third  rib.  Passing  down- 
wards outside  the  nipple  towards  the  axilla,  the  note  becomes 
semitympanitic  at  the  nipple  level,  distinctly  tympanitic, 
with  occasional  cracked-pot  quality,  in  the  anterior  axillary 

*  See '  Clinical  Lectures,'  by  J.  Hutchinson,  vol.  i.  p.  331.     In  this  case  nume- 
rous little  shot-like  nodules  formed  in  connection  with  the  fasciae  and  periosteum. 
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line  over  the  eighth  and  ninth  ribs,  and  still  more  loudly 
tympanitic  in  the  mid-axillary  line.  Behind  this  line  the 
note  again  gets  dull,  and  remains  impaired  over  the  whole  of 
the  left  back.  The  right  side  posteriorly  is  slightly  hyper- 
resonant. 

Over  the  area  of  tympanitic  resonance  there  is  soft  ca- 
vernous breathing. 

Vocal  resonance  is  slightly  bronchophonic  above  and 
below  the  clavicle.  Below  the  third  rib  there  is  whispering 
repetition  of  the  voice,  which  becomes  very  loud  over  the 
cardiac  region  and  just  outside  the  nipple  line,  and  most 
sharply  whispering  in  the  lateral  or  axillary  line.  The  in- 
tense whispering  quality  is  carried  round  to  the  outer  half  of 
the  posterior  base  limited  above  by  a  line  one  inch  above  the 
angle  of  the  scapula,  and  internally  by  a  vertical  line  dropped 
from  this  angle.  Internal  to  this  line  the  vocal  resonance  is 
segophonic,  and  in  the  upper  half  of  the  chest  it  is  audible 
but  not  loud. 

Tactile  vibration  is  deficient  in  front  and  behind,  but  per- 
ceptible in  the  axillary  line.  I  was  unable  to  get  the  bruit 
d'airain  over  the  tympanitic  area,  and  succussion  yielded  no 
splashing  so'^ds. 

More  shortly  stated  the  facts  about  the  chest  are  as 
follows :  The  left  side  nowhere  presents  the  normal  condi- 
tions. In  the  upper  third  are  impaired  resonance,  deficient 
breath  sounds,  and  deficient  vocal  resonance.  In  the  lower 
two-thirds  are  more  complete  dulness,  various  degrees  of  soft 
bronchial  and  cavernous  breathing,  various  degrees  of  simple 
and  whispering  bronchophony,  deficient  tactile  vibration. 
The  evidences  of  cavity  become  marked  in  the  lateral  region, 
and  are  most  pronounced  in  the  anterior  axillary  line  over 
the  eighth  and  ninth  ribs,  somewhat  below  the  level  of  the 
nipple.  Here  there  is  tympanitic  percussion  note,  with 
marked  cavernous  breathing  and  very  distinct  whispering 
repetition  of  the  voice.  At  the  base  near  the  spine  the  voice 
is  86gophonic. 

The  impulse  of  the  heart  is  in  the  sixth  intercostal  space, 
two  inches  below  and  one  inch  external  to  the  nipple,  slightly 
heaving.  Neither  sound  of  the  heart  is  altogether  clear. 
The  first  sound  is  replaced  by,  or  consists  of,  a  loud  rough 
short  noise  represented  by  tcha;  the  second  is  sometimes 
clear,  and  then  not  very  loud,  sometimes  replaced  by  a  dis- 
tinct short  musical  twang.  The  difference  is  determined  by 
the  respiratory  act.     The  pulse  is  120,  and  the  respirations 
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36.  There  are,  therefore,  three  beats  of  the  heart  to  one 
respiration,  and  it  is  observed  that  the  musical  sound  is 
absent  during  the  first  quick  movement  of  inspiration,  but  is 
developed  daring  expiration  and  the  subsequent  pause.  This 
double  sound  is  audible,  not  only  over  the  heart,  but  over  the 
whole  chest,  faintly  on  the  right  side  and  at  points  of  the 
left  side  distant  from  the  heart,  loudly  over  the  preecordia, 
louder  at  apex  than  at  base,  and  loudest  of  all  in  the  anterior 
axillary  line  three  inches  from  the  nipple.  Here  its  intensity 
is  almost  painful.  This  is  the  point  at  which  there  is  the 
most  marked  whiffing  breathing,  the  most  distinct  whisper- 
ing repetition  of  the  voice,  and  tympanitic  quality  of  per- 
cussion note. 

The  double  noise  can  be  heard  by  the  ear  at  a  distance  of 
quite  twelve  inches  from  the  chest.  But  the  most  remarkable 
result  follows  when  he  opens  his  month :  the  double  sound 
is  then  loudly  audible  for  a  considerable  distance  in  front  of 
him,  the  vibrations  being  obviously  conveyed  through  the 
cavity  of  the  mouth,  and  giving  one  for  the  moment  the  im- 
pression that  sounds  are  actually  produced  in  the  larynx. 

As  to  the  present  condition  of  health  :  he  coughs  still, 
and  spits  a  good  deal  of  dirty  yellow  phlegm.  He  has  spat 
blood,  but  only  as  a  few  streaks  in  the  sputum,  and  this  on 
three  or  four  occasions.  His  breath  is  slightly  fetid,  but  I 
have  not  hitherto  seen  any  of  the  sputum.  He  does  not 
sweat ;  his  appetite  is  good,  and  the  bowels  are  regular. 

On  March  12  the  sphygmograph  showed  a  soft  fully 
dicrotic  pulse,  requiring  a  pressure  of  3  ounces.  The  left 
vocal  cord  did  not  move  freely,  and  was  much  reddened  along 
its  free  margin.  The  right  cord  was  perfectly  healthy.  He 
had,  nevertheless,  no  difficulty  in  talking,  and  the  voice  was 
clear.  The  physical  signs  were  essentially  the  same  as  before, 
with  this  exception,  that  there  was  less  musical  quality  about 
the  second  cardiac  sound.  When  he  closed  his  mouth  and 
nostrils  completely  the  loud  systolic  and  diastolic  sounds 
were  changed  into  an  indistinct  shuffling  noise.  The  trans- 
mission through  the  open  mouth  was  as  marked  as  before. 

On  April  30  the  cardiac  sound  was  not  so  loud  anywhere. 
It  was  audible  for  two  successive  beats  during  expiration,  and 
scarcely  audible  in  inspiration.  Between  the  scapula  and  the 
spine  the  sound  had  an  unusually  amphoric  quality. 

The  essential  points  of  the  above  case  are,  no  doubt,  the 
following :  A  large  cavity  in  close  contact  with  the  heart ; 
vibrations  produced  by  impact  of  the  heart  against  its  yielding 
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walls;  and  a  sufficiently  free  communication  of  this  cavity 
with  one  or  more  bronchi  and  the  upper  air  passages.  But 
it  is  more  difficult  to  say  what  exactly  are  the  physical  con- 
ditions which  will  account  for  the  phenomena  in  detail.  Such 
cases  as  these,  though  well  recognized,  appear  to  be  by  no 
means  common,  and  I  have  not  as  yet  found  any  complete 
records  of  similar  instances  with  which  to  compare  my  own. 
Guttmann*  says  the  explanation  of  the  cardio-pulmonary 
murmur,  which  arises  from  the  proximity  of  a  pulmonary 
cavity  to  the  heart,  is  as  follows  :  The  shock  caused  by  the 
movements  of  the  heart  drives  a  certain  quantity  of  the  air 
from  the  cavity  into  the  bronchus  with  which  it  commu- 
nicates ;  and  such  a  murmur  arises  substantially  from  the 
same  causes  as  the  bruit  de  pot  fele.  What  is  remarkable  iu 
the  present  case  is  the  extraordinary  transmission  of  the 
sounds,  not  only  over  the  whole  chest,  but  also  along  the 
bronchial  tubes  and  trachea,  a  condition  of  transmission 
which  is  not  commonly  brought  about  by  ordinary  excava- 
tions and  consolidations.  Our  actual  knowledge  in  this  case 
amounts  to  this,  that  the  sounds,  however  originally  pro- 
duced, are  greatly  intensified  by  resonance  at  a  point  of  the 
chest  where  we  have  evidence  from  other  physical  signs  that 
a  large  cavity  exists.  Further,  the  sounds  have  a  musical 
quality,  and  I  suppose  that  both  their  loudness  and  their 
musical  quality  contribute  more  to  their  distant  transmission 
through  the  tissues  of  the  chest  than  does  any  state  of  con- 
solidation of  the  lung  that  may  be  present.  The  unusual 
intensity  of  the  sounds  in  the  upper  air-passages  must  be  the 
result  of  a  free  communication  between  the  cavity  and  the 
larger  bronchi ;  while  the  vibrations  are  still  further  rein- 
forced in  the  pharynx  and  open  mouth,  in  the  same  way  as 
are  those  of  the  vocal  cords  in  ordinary  phonation. 

As  to  the  origin  of  his  illness  the  history  does  not  give 
very  great  assistance.  But  there  can  be  little  doubt  there 
has  been  going  on  a  process  of  chronic  pneumonia,  with  ex- 
cavation at  the  lower  part  of  the  lung.  The  extent  of  the 
disease  in  the  left  lung,  and  his  failure  to  recover  the  flesh 
he  has  lost,  render  the  prognosis  unfavourable. 

*  Physical  Diagnosis,  '  Syd.  Soc.  Trans.' 
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LIX. — Cancer  of  the  Pylorus — Ulceration  of  the  Cancer- 
ous growth^  and  formation  of  an  Abscess  between  the 
Pylorus  and  Liver.  Gangrene  of  the  left  Foot  and 
Leg.     By  T.  Whipham,  m!b.    Read  May  28,  1880. 

THOMAS  HUCKSTEP,  a  wheelwright,  set.  48,  was  ad- 
mitted into  St.  George's  Hospital,  under  my  care,  on 
November  27,  1879.  In  January  1879  he  became  an  out- 
patient at  St.  Thomas's  Hospital,  under  the  care  of  Dr. 
Greenfield,  w^hen  he  complained  of  pain  in  the  abdomen, 
which  attacked  him  about  half  an  hour  after  food,  and  lasted 
until  relieved  by  vomiting.  This  vomiting  usually  occurred 
in  about  three  hours  after  the  accession  of  the  pain.  He  had 
been  losing  flesh  for  three  months  previously.  There  had 
been  no  hsematemesis. 

Examination  of  the  abdomen  revealed  the  presence  of  a 
hard  mass  in  the  region  of  the  pylorus — movable  by  respira- 
tion. 

During  the  months  of  February,  March,  April,  May,  and 
June  the  above  symptoms  continued,  but  the  tumour  in 
April  was  less  evident  on  palpation ;  it  *  could  only  be  felt 
with  difficulty  '  (Dr.  Greenfield's  note) . 

On  June  6,  1879,  he  was  received  into  St.  Thomas's  Hos- 
pital, under  the  care  of  Dr.  John  Harley,  and  from  the  history 
then  obtained  it  appeared  that  there  was  no  evidence  of  ma- 
lignant disease  in  the  family  ;  that  he  had  in  October  1878 
been  attacked  by  vomiting  half  an  hour  after  food,  the  sick- 
ness being  preceded  by  pain  in  the  abdomen  ;  that  the  pain 
was  then  relieved  by  vomiting  ;  and  that  these  sj^mptoms 
continued  up  to  the  time  of  his  admission  as  an  out-patient 
under  Dr.  Greenfield. 

When  he  came  under  the  observation  of  Dr.  Harley  he 
was  thin  and  pale  ;  complained  of  pain  in  the  epigastric  and 
right  hypochondriac  regions  ;  the  pain  was  aggravated  by 
food,  and  was  more  intense  at  night.  The  abdomen  was 
somewhat  full  in  the  epigastrium;  there  was  resistance  to 
pressure  in  this  region,  and  on  deep  inspiration  something 
was  felt  to  descend  against  the  hand,  but  no  definite  tumour 
could  be  detected.  Twelve  months  previously  his  weight  was 
9  st.  10  lbs. ;  at  this  time  it  was  only  8  st.  The  pain  prevented 
him  from  sleeping  at  night,  and  there  was  great  tenderness 
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in  the  epigastrium.  The  sickness  after  meals  continued 
until  July  16,  1879,  when  he  vomited  during  the  night. 

On  August  9  he  was  discharged,  much  relieved,  all  vomit- 
ing having  ceased,  his  weight  being  8  st.  |  lb. 

Dr.  Harley's  diagnosis  was  '  carcinoma  of  the  pylorus.' 

On  August  18  he  again  became  an  out-patient,  under  Dr. 
Greenfield.  He  had  then  no  sickness,  but  had  much  pain  in 
the  epigastrium,  both  after  food  and  on  slight  pressure.  '  A 
nodulated  mass  was  then  found  extending  downwards  in  the 
region  of  the  omentum.' 

On  August  25  he  vomited  bilious  fluid  two  or  three  times. 
During  the  early  part  of  September  the  pain  and  tenderness 
in  the  epigastrium  persisted,  but  no  vomiting  occurred. 

On  September  17  he  was  readmitted  into  St.  Thomas's, 
under  Dr.  Ord.  He  was  then  sallow,  but  not  jaundiced. 
There  was  general  pain  over  the  abdomen,  chiefly  in  the 
epigastrium.  The  liver  extended  in  this  region  half-way  to 
the  umbilicus.  The  tenderness  Avas  below  the  margin  of  the 
liver,  and  to  the  right  of  the  median  line  was  a  very  tender 
spot.  At  this  spot  there  was  a  sense  of  resistance,  but  no 
definite  tumour.      There  was  no  vomiting. 

During  October  the  epigastric  pain  varied  much  in  inten- 
sity, and  he  derived  much  relief  from  hypodermic  injections 
of  morphia. 

On  November  17  he  weighed  only  7  st.  6  lbs. 

He  left  St.  Thomas's  Hospital  on  November  19,  Dr.  Ord's 
diagnosis  being  carcinoma  of  the  pylorus. 

For  the  above  notes  I  am  indebted  to  the  kindness  of  Dr. 
Percy  Smith. 

On  November  27  he  was  admitted  into  St.  George's  Hos- 
pital. The  only  additional  symptom  then  was  that  his  feet 
had  been  of  late  liable  to  swell  when  he  sat  up  in  bed,  and 
that  he  suff'ered  from  pain  across  the  loins. 

He  was  extremely  ansemic,  and  very  depressed  ;  he  com- 
plained of  pain  in  the  region  of  the  liver,  which  was  a  little 
enlarged.  There  was  great  tenderness  on  pressing  upwards 
towards  the  under  surface  of  the  liver,  tenderness  over  the 
pylorus,  and  slight  tenderness  over  the  spleen.  No  enlarge- 
ment of  the  spleen  or  lymphatic  glands  was  evident.  Ex- 
amination of  the  chest  revealed  nothing  abnormal. 

Microscopic  examination  of  the  blood  showed  (under  the 
^-inch)  fifty-two  leucocytes  in  the  field,  most  of  which, 
even  on  the  cold  stage,  showed  decided  amoeboid  move- 
ments. 
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Tlie  urine  was  neutral,  sp.  gr.  1011,  and  contained  no  al- 
bumen. On  account  of  slight  nausea  the  patient  was  ordered  a 
mixture  of  hydrocyanic  acid  and  soda,  with  light  diet.  A 
morphia  draught  and  opium  fomentation  were  prescribed,  if 
the  pain  should  increase  towards  night. 

On  December  3, 1879,  the  blood  was  examined  on  a  warm 
stage,  the  temperature  of  which  varied  from  98'4°  to  104°  F. ; 
and  out  of  56  leucocytes  visible  at  one  time  in  the  field 
60  were  found  to  be  activel}/  amoeboid,  while  slighter  move- 
ments were  seen  in  the  remainder. 

December  9. — The  pain  in  the  abdomen  had  entirely 
ceased,  but  he  complained  of  a  dull  aching  pain  in  the  left 
foot.  There  was  no  visible  alteration  in  the  part,  but  it 
was  colder  than  the  right.  The  tongue  was  slightly  coated, 
and  the  patient  appeared  more  anaemic.  The  foot  to  be 
wrapped  in  cotton-wool. 

10. — The  pain  in  the  left  foot  was  very  severe  daring  the 
night.  On  examination  there  was  a  purple  blush  over  the 
outer  side  of  the  foot  and  little  toe,  and  two  circumscribed 
patches  of  similar  discoloration  of  the  skin  on  the  second 
and  third  toes.  This  foot  was  by  this  time  much  colder 
than  its  fellow,  and  there  was  some  loss  of  sensation  in  the 
affected  parts. 

On  the  12th  no  pulsation  could  be  detected  either  in 
the  dorsalis  pedis  or  posterior  tibial  arteries,  but  the  beat- 
ing of  the  popliteal  was  distinct.  Between  this  date  and 
January  24  the  gangrene  extended  so  as  to  involve  the 
lower  two-thirds  of  the  leg,  the  toes  having  become  black 
and  dry,  and  on  the  15th  pulsation  was  not  to  be  felt  below 
Hunter's  canal.  The  parts  involved  in  the  gangrene  were 
devoid  of  sensation,  but  the  superficial  and  deep  structures 
immediately  above  the  discoloured  skin  were  intensely 
tender. 

On  January  22  the  blood  was  again  examined,  and  of 
about  forty  leucocytes  visible  all  but  four  or  five  were  dis- 
tinctly amoeboid.  The  white  corpuscles  but  little  exceeded 
the  red  in  size. 

The  patient  took  but  little  medicine,  because  it  was 
deemed  unadvisable  to  administer  anything  which  might 
tend  to  excite  vomiting.  His  diet  was  light  and  nourishing, 
but  his  appetite  was  bad.  The  chief  treatment  consisted  in 
hypodermic  injections  of  morphia  when  the  pain  either  in 
the  stomach  or  the  foot  became  severe.  Latterly  they  were 
frequently  required,  on  account  of  the  pain  in  the  gangrenous 
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leg,  but  during  the  last  few  days  of  his  life  he  suffered  no 
pain  whatever.  Although  the  pain  in  the  gastric  region  sub- 
sided with  the  accession  of  the  gangrene,  more  or  less  tender- 
ness always  remained  on  upward  pressure  towards  the  under 
surface  of  the  liver,  and  in  this  region  there  was  a  sensation 
of  fulness,  but  no  tumour  could  be  detected.  The  patient 
himself  repeatedly  asserted  that  in  the  early  part  of  his  ill- 
ness he  distinctly  felt  a  tumour,  but  that  it  had  sunk  down  on 
the  right  side  of  his  belly  (describing  a  spot  on  a  level  with 
the  umbilicus)  and  disappeared.  The  tumour,  he  said,  was  of 
the  size  of  a  walnut. 

The  temperature  on  December  13,  when  the  gangrene  be- 
gan to  extend  rapidly,  rose  to  102°  F.,  but  after  that  date 
never  exceeded  101°  F.  It  was  very  irregular,  being  some- 
times higher  in  the  evening,  at  others  in  the  morning.  (See 
Plate  IX.)     The  pulse  latterly  ranged  from  120  to  136. 

From  December  24  the  gangrene  was  stationary,  and  at 
that  time  involved  the  lower  two-thirds  of  the  leg,  the  line 
of  discoloration  being  rather  higher  posteriorly  than  in 
front. 

The  last  microscopic  examination  of  the  blood  was  made 
on  December  22,  when  about  forty  white  corpuscles  were  seen 
under  a  Hartnack's  No.  7.  They  were  about  the  size  of 
lymph  cells,  and  with  the  exception  of  four  or  five  were  all 
distinctly  amoeboid  on  a  warm  stage. 

The  urine  on  one  occasion  (December  22)  showed  a  trace 
of  albumen,  otherwise  this  secretion  was  perfectly  natural. 
At  the  end  of  the  year  the  patient's  strength  began  to  fail 
rapidly,  and  on  January  3,  1880,  he  sank  exhausted. 

At  the  post-mortem  examination  the  gangrene  was  found 
to  commence  four  inches  below  the  left  knee ;  a  coagulum 
was  found  which  obstructed  the  circulation  from  the  middle 
of  the  femoral  artery  to  the  termination  of  the  popliteal ;  the 
lungs  were  emphysematous ;  there  was  slight  thickening  of 
the  valves  on  the  right  side  of  the  heart ;  the  liver  was 
fatty;  the  kidneys  were  natural;  the  spleen  was  diffluent, 
and  weighed  16  oz. 

On  raising  the  liver,  pus  welled  up  between  it  and  a  hard 
round  mass  connected  with  the  pylorus.  Dissection  showed 
that  the  pus  escaped  from  an  abscess  of  about  the  size  of  an 
orange.  Suppuration  had  been  caused  by  ulceration  of  a 
cancerous  growth  affecting  the  pylorus ;  perforation  of  the 
stomach  had  occurred  at  the  seat  of  ulceration,  and  thus  an 
abscess  had  formed,  limited  by  protective  adhesions.     Al- 
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though  the  channel  through  the  pylorus  was  narrower  than 
natural,  it  was  sufficiently  wide  to  allow  of  the  passage  of  the 
little  finger. 

Remarks. — The  case  is  interesting  clinically  for  many 
reasons,  viz.  : — 

1.  On  account  of  the  entire  cessation  during  the  last 
four  months  of  the  patient's  life  of  a  symptom  which  had 
been  especially  prominent  in  the  earlier  stages  of  the  disease, 
viz.  vomiting. 

'  It  is  a  curious  feature  in  these  malignant  diseases  of  the 
stomach,'  says  Sir  Thomas  Watson,"^  '  that  the  symptoms 
sometimes  remit  in  a  remarkable  manner,  so  as  to  excite  a 
hope  in  the  mind  of  the  patient  and  of  his  medical  adviser 
that  the  nature  of  the  malady  had  been  mistaken,  and  that 
recovery  is  about  to  take  place.'  Dr.  Wilson  Fox,  in  his 
article  in  Reynolds'  '  System  of  Medicine '  (vol.  ii.,  p.  952), 
alludes  to  the  same  fact,  and  in  a  footnote  refers  to  cases 
recorded  by  Pemberton,  Andral,  Cruveilhier,and  Abercrombie 
in  which  cancer  of  the  stomach  existed,  but  in  which  few  of 
of  its  symptoms  were  evident.  Dr.  B.  Yeo  has  recorded  a 
case  ('  Lancet,'  January  29,  1876)  of  cancer  of  the  pylorus  in 
which  the  symptoms  remitted  frequently  during  the  excep- 
tionally long  period  of  seventeen  years.  The  remission  of 
symptoms  directly  referable  to  the  disease  of  the  stomach 
Dr.  Yeo  attributes  to  the  careful  dieting  to  which  the  patient 
was  subjected ;  that  is,  to  avoidance  of  all  food  which  cannot 
be  absorbed  by  the  stomach,  and  must  therefore  pass 
through  the  pylorus. 

2.  On  account  of  the  disappearance  of  the  tumour. — ■ 
*  Sometimes,'  remarks  Dr.  Wilson  Fox  in  the  above-mentioned 
article,  the  tumour  '  may  disappear  entirely  for  many  days, 
either  from  twisting  of  the  stomach  upon  its  axis,  by  which 
the  pylorus  is  brought  below  the  liver,  or  from  its  being 
covered  by  the  distended  colon.  In  some  cases  Brinton 
thinks  that  its  complete  disappearance  may  be  due  to  slough- 
ing and  destruction  of  the  growth.' 

In  the  present  case  the  great  tenderness,  and  consequent 
rigidity,  of  the  abdominal  muscles,  resulting  from  the  forma- 
tion of  the  abscess,  may  have  prevented  the  detection  of  the 
tumour  by  palpation ;  or  again  the  outline  of  the  cancerous 
pylorus,  at  one  time  so  evident  to  Dr.  Greenfield,  may  have 
been  obliterated  by  the  gradual  increase  in  the  size  of  the 

*  '  Principles  and  Practice  of  Medicine,'  vol.  iii.,  p.  451 ;  ed.  1857. 
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abscess,  and  so  palpation  revealed  merely  a  fulness,  rather 
than  a  definite  tumour. 

3.  The  gangrene  of  the  leg  and  foot  is  worthy  of  note. 
Schmidt  has  pointed  out  the  not  unfrequent  occurrence  of 
this  affection  in  cases  of  leuchsemia;  and  one  cause  of  gan- 
grene, as  is  well  known,  is  *  an  unhealthy  crasis  of  the  mass 
of  the  blood.'*  The  departure  from  the  healthy  standard  of 
the  blood,  as  shown  by  the  great  excess  of  leucocytes  in  the 
field  of  the  microscope  in  the  case  under  consideration,  was 
amply  indicated. 

4.  As  to  the  excess  of  white  corpuscles  in  the  blood,  it 
is  an  observation  of  Trousseau's  that  cancer  of  the  internal 
viscera  is  commonly  attended  by  such  a  condition,  and  my 
own  observations  tend  to  confirm  this  statement.  At  the 
same  time  it  is  not  invariably  so,  for  on  December  1,  1879,  a 
woman  (Elizabeth  W.,  aged  40)  died  in  an  extreme  state  of 
emaciation,  under  my  care,  in  St.  George's  Hospital,  of  cancer 
of  the  head  of  the  pancreas. 

Microscopic  examination  of  her  blood  was  made  on  one 
or  two  occasions,  but  without  any  increase  of  the  white 
corpuscles  being  evident.  Her  spleen  weighed  10  oz. — a  great 
increase  in  size,  when  her  extreme  emaciation  is  duly  taken 
into  consideration. 

In  the  present  case  there  was  considerable  enlargement  of 
the  spleen  (16  oz.),  and  the  excess  of  leucocytes  may  have  been 
connected  with  the  change  in  that  organ.  It  is,  however, 
equally  possible  that  the  increase  in  the  number  of  the  leuco- 
cytes was  only  apparent,  the  appearance  of  excess  being  in 
reality  due  to  a  deficiency  of  the  red  corpuscles.  I  regret 
that  the  blood  was  not  examined  with  Hayem's  hsemo- 
cy  to  meter. 

Lastly,  the  entire  absence  of  dryness  and  of  that  peculiar 
want  of  elasticity  of  the  skin  usually  so  characteristic  of 
cancer  is  a  remarkable  feature  in  this  case.  Doubtless  this 
condition  of  the  skin  does  occur  in  the  majority  of  cases  of 
cancer,  but  at  the  same  time  it  is  not  an  absolutely  trust- 
worthy point  in  diagnosis.  I  would  call  attention  to  the  case 
of  a  woman  who  died  not  long  since,  under  my  care,  of  an 
ulcer  (not  cancerous)  of  the  stomach,  in  whom  this  dryness 
and  want  of  elasticity  of  the  skin  generally,  and  especially  of 
that  covering  the  abdomen,  led  me  to  the  erroneous  diagnosis 
of  cancer  of  the  stomach. 

•  Jones  und  Sieveking's  'Prtthology,'  ed.  by  Payne,  p.  110. 


Mr.  Lawson's  8equel  of  a  Case  of  Intestinal  Obstruction.  375 


LX. — Sequel  of  a  Case  of  Intestinal  Obstruction,  for 
which  Gastro-Enterotomy  was  performed*  By 
George  Lawson. 

THE  patient  of  Dr.  Cayley's,  W.  H.  C,  set.  23,  in  the 
Middlesex  Hospital,  upon  whom  gastro-enterotomy  was 
performed  by  Mr.  Lawson,  on  November  6,  1878,  and  whose 
case  was  reported  in  the  last  volume  of  the  '  Transactions,' 
survived  the  operation  forty  weeks  and  two  days.  The 
greater  part  of  this  time  was  passed  in  bed,  as  the  patient 
when  up  felt  more  or  less  pain  in  the  abdomen.  He  fre- 
quently suffered  from  constipation,  and  then  had  pain,  but 
this  was  always  relieved  by  a  free  action  of  the  bowels 
through  the  wound.  Although  unable  to  be  up,  the  patient 
amused  himself  by  reading.  He  read  almost  without  ceasing 
every  book  lent  him.  About  three  weeks  before  his  death  he 
began  to  fail ;  he  had  frequent  pain  in  the  belly,  with  sick- 
ness and  loss  of  appetite.  He  rapidly  declined,  and  died  on 
August  29,  1879.  For  the  following  notes  we  are  indebted 
to  Dr.  Co  upland. 

Disease. — Colloid  cancer  of  sigmoid  colon  and  annular 
cancerous  stricture  of  ascending  colon  at  hepatic  flexure. 
Secondary  growth  in  liver  and  in  pelvic  glands.  Thrombus 
of  right  iliac  vein.  Enterotomy  (csecal)  wound  of  forty  weeks 
and  two  days'  date.  Examination  made  twenty  hours  after 
death. 

Post-mortem. — General  appearance :  Extremely  emaciated. 
Face  and  right  arm  much  disfigured  by  an  extensive  cicatrix 
of  a  burn.  A  little  to  the  left  of  middle  line  of  abdomen  in 
the  hypogastric  region  is  an  oval  aperture  in  the  parietes 
leading  into  intestine,  the  margin  of  orifice  being  stained 
with  fsecal  matter. 

On  opening  the  abdomen  the  peritoneum  was  found  not 
generally  inflamed.  The  right  lobe  of  liver  appeared  greatly 
enlarged  and  nodulated,  reaching  half-way  to  umbilicus.  The 
transverse  colon  was  of  immense  size,  distended  with  firm 
faecal  matter.  It  was  much  elongated,  and  formed  rather 
an  acute  angle  in  the  right  iliac  fossa  (see  fig.  1),  whilst  it 
almost  entirely  concealed  the  small  intestines  from  view. 
When  raised  up  and  placed  over  the  ribs  some  of  the  ileal 
coils  were  brought  into  view ;  but  now  also  it  was  seen  that 

*  Keported  in  vol.  xii.  of  the  '  Tracsactiong  of  the  Clinical  Society,'  p.  74. 
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'  the  ascending  and  descending  portions  of  the  colon  were  quite 
as  much  distended  as  the  transverse  (see  fig.  2).  The  csecuna 
■was  adherent  to  the  parietes  opposite  the  artificial  anus 
which  opened  into  the  anterior  part  of  the  cul-de-sac  of  that 
portion  of  the  gut.  Also  firmly  adherent  to  the  caecum,  and 
matted  together  with  some  coils  of  ileum  in  the  vicinity,  was 
the  sigmoid  colon. 

The  small  intestine  was  now  removed.     It  was  nearly 
empty  of  contents,  and  was  natural  throughout.    The  follow- 
ing is  a  description  of  the  large  bowel  in  its  whole  course  : — 
Goecum. — The  opening  of  the  artificial  anus  was  placed  in 
the  anterior  wall  opposite  to  the  point  of  entrance  of  the 
ileum.     Both  the  csecum  and  the  ascending  colon  were  much 
distended  with  semi-solid  brown-coloured  fsecal  matter.     At 
the  hepatic  flexure  the  colon  became  abruptly  narrowed,  the 
st]-icture  barely  admitting  the  point  of  the  little  finger.    The 
walls  were  puckered  in  at  this  point,  and  on  being  laid  open 
the  gut  was  found  to  be  encircled  within  by   an   annular 
ulcer  with  irregular,  everted,  and  thickened  margins,  and  a 
sloughing  base.     The  width  of  the  ulcer  was  less  than  one 
inch,  and  the  gut  was  so  weakened  at  this  point  that,  during 
removal,  it  gave  way.     But  immediately  beyond  the  stricture 
the  transverse  colon  became  immensely  dilated,  and  from  this 
point  to  the  sigmoid  the  bowel  was  of  the  size  of  the  adult 
arm,  and  distended  with  fsecal  matter.    The  walls,  besides 
being  so  inordinately  stretched,  were  considerably  thickened, 
the  thickening  being  chiefly  due  to  an  increase  of  the  mus- 
cular coat.     On  the  wall  of  the  descending  colon  were  several 
flattened  cancerous  nodules.     In  the  region  of  the  sigmoid  it 
"  was  difiicult  at  first  to  difierentiate  the  parts — all  were  matted 
inextricably  together — but  on  carefully  laying  open  the  bowel 
a  large  cauliflower-like  mass  was  found  to  project  into  the 
gut  at  this  point,  completely  occluding  it.     The  growth  was 
soft,  and  had  the  characters  of  colloid  and  medullary  cancer. 
It  involved  all  the  coats  of  the  bowel,  which  at  one  point 
were  so  destroyed  that  a  fistulous  communication  was  estab- 
lished between  the  colon  and  the  csecum,  which  here  was 
firmly  adherent  to  the  mass.     Thus  there  were  two  strictures 
of  the  large  bowel,  one  in  the  form  of  an  annular  ulcer  at  the 
hepatic  flexure,  the  other  in  the  form  of  an  exuberant  can- 
cerous growth  at  the  sigmoid  flexure.     Between  these  two 
points  the  mucous  membrane  of  the  bowel,  although  deeply 
stained  with  faecal  matter,  presented  no  evidence  of  erosion  or 
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ulceration.  The  following  are  circumferential  measurements 
of  the  large  intestine  at  different  points  of  its  course : — 

At  stricture  of  hepatic  flexure,  2^  inches ;  at  3  inches 
beyond  hepatic  flexure,  5|  inches  ;  at  6  inches  beyond  hepatic 
flexure,  6^  inches;  at  15  inches  beyond  hepatic  flexure,  12 
inches;  midway  between  splenic  flexure  and  sigmoid,  14 
inches. 

The  stomach  was  small,  but  natural. 

The  pelvic  glands  were  infiltrated  with  cancer,  a  large 
mass,  the  size  of  a  hen's  egg,  lying  along  the  course  of  the 
right  iliac  vessels.  On  section  this  mass  was  soft,  and  white 
in  colour,  with  points  of  translucent  (colloid)  appearance. 

The  right  iliac  vein  was  completely  blocked  by  an  adherent 
but  only  partially  decolorized  thrombus. 

The  liver,  enormously  enlarged,  especially  the  right  lobe, 
which  was  almost  wholly  converted  into  a  mass  of  colloid 
cancer,  which  projected  from  both  surfaces  in  the  form  of 
large  irregular  tumours.  On  section  but  little  hepatic  tissue 
remained,  so  completely  was  the  lobe  infiltrated.  The  left 
lobe  contrasted  markedly  with  this,  for  although  it  was 
almost  twice  the  normal  size  it  was  wholly  free  from  cancer 
growth. 

The  spleen  was  pale,  small,  and  shrivelled. 

The  kidneys  presented  no  abnormal  condition. 

The  heart  was  flaccid,  its  valves  and  muscular  tissue 
natural ;  and,  beyond  considerable  hypostatic  engorgement 
of  the  right  lung  and  marginal  collapse  of  the  lower  lobes, 
the  lungs  also  were  natural. 

Weights. — Heart,  6^  oz. ;  right  lung,  22  oz. ;  left  lung, 
15^  oz. ;  liver,  93  oz. ;  right  kidney,  4^  oz. ;  left  kidney, 
4^  oz. ;  spleen,  3;^  oz. 

The  faecal  matter  contained  in  the  large  intestine  was 
collected,  and  found  to  weigh  upwards  of  8  lbs. 


REFERENCES  TO  PLATE   XH. 

(rt)  Csecum.  (6)  Ascending  colon,  (e)  Transverse  colon,  (d)  Descending 
colon,  (e)  Seat  of  upper  stricture.  (/,  (/)  Right  and  left  lobes  of 
the  liver,  (h)  Stomach,  (t)  Duodenum,  {k)  Small  intestines. 
(I)  Artificial  anus. 
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Jenner  (Sir  W.),  see  Report  of  Committee  on  Chloral. 

Keloid,  Report  on  the  difference  between  the  various  forms  of, 

and  of  Keloid  peculiar  to  syphilis       .....       54 
Report  on  a  growth  following  small- pox         .         .         .54 
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Keloid,  case  of  unusual  development  of,  in  Small-pox  scars  (J.  F. 

Goodhart)         .         .         .         .      •   .         .         .         .         .51 

Lawson  (George),  case  of  Cancer  of  the  Breast,  following  long- 
standing eczema  of  the  nipple    ......       37 

sequel  of  a  case  of  Intestinal  Obstruction  for  which  Gastro- 

enterotomy  was  performed  (in  Vol.  XII.  of  the  Trans- 
actions)   ..........     375 

Lediard  (H.  a.),  case  of  Excision  of  the  Hip-joint  in  an  adult 

two  years  after  the  operation      .         .         .         ,         .         .113 

Leprosy  with  enlarged  Glands,   Report  of    the    Committee  on 

Surgeon-Major  Porter's  case  of .         .         .         .         .         .         1 

Anaesthetic,  case  of  (H.  R.  Crocker)       ....     172 

Ligature,  see  Artery. 

Lightning,  case  of  James  Orman,  struck  by,  June  8,  1878  (Geo. 

Wilks) 32 

Limb,  acquired  Hypertrophy  of  one,  right  lower  (H.  H.  Glutton)     350 

LiVEiNG  (Robert),  Report  on  H.  R.  Crocker's  case  of  Sebaceous 

disease  of  the  head    ........       42 

Report  on  J.  F.  Goodhart's  case  of  Keloid  Growth  follow- 
ing small-pox  .........       54 

see  Report  of  Committee  on  a  case  of  Leprosy. 

Lung,  perforating  Wound  of  (Surgeon-Major  Alcock)         .         .       47 

Marsh  (Howard),  some  cases  of  Bone-setting,  with  remarks        .     219 
Mastoid  Bone,  two  cases  of  disease  of,  in  one  of  which  severe 
Herpes  of  the  face  followed  Thrombosis  of  the  lateral  sinus 
and  jugular  vein  (Hy.  Morris)  ......     352 

Maxillse,  superior,  &c.,  removal  of  (A.  T.  Norton)  ...  48 
Mercurialisation,  rapid,  in  acute  Ophthalmitis  (Spencer  Watson)  43 
Molluscum  fibrosum,  case  of,  with  remarks  on  its  histology  (A.. 

Sangster) 166 

Morphoea,  case  of,  with  raised  patches  arranged  in  the  course  of 

Nerves  (H.  R.  Crocker) 116 

unilateral,   with   Exostoses  and  corneal  opacity   (J.  F. 

Streatfeild) 362 

Morris  (Henry),  case  of  Traumatic  Salivary  Fistula,  treated  by 
passing  a  fine  catgut  bougie  from  the  mouth  through  Sten- 
son'sduct;  recovery  .         .         .         .         .         .         .144 

.  case  of  Myeloid  disease  of  the  Radius,  in  which  part  of 

the  radius  and  ulna  were  excised  four  years  ago,  leaving 
a  useful  hand  .........     155 
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Morris  (Henry),  two  cases  of  disease  of  the  Mastoid  Bone,  in  one 
of  which  severe  Herpes  of  the  face  followed  thrombosis  of 
the  lateral  sinus  and  jugular  vein       .....     352 

Myeloid  disease  of  the  Radius,  in  which  part  of  the  radius  and 
ulna  were  excised  four  years  ago,  leaving  a  useful  hand  (H. 
Morris)    ..........     155 

Myxoedema,  case  of  (D.  Duckworth) 12 

cases  of  (W.  M.  Ord) 15 

Nails,  exfoliation  and  suppuration  of,  of   uncertain  origin  (A. 

Sangster)  .........     149 

Neck,  congenital  Sebaceous  disease  of  (H.  R.  Crocker)       .         .       40 

Necrosis,  femoral.  Excision  of  both  hip-joints  (J.  Croft)      .         .       6(5 

Nephritis,  acute,  without  dropsy,  in  a  case  of  Typhoid  fever  (E. 

H.  Greenhow)  .         •. 177 

Nerve,  median,  sutural  union  of,  in  the  fore-arm,  five  weeks  after 
division  by  a  broken  glass  bottle,  followed  by  return  of 
function  (J.  W.  Hulke) 147 

Nerves,  raised  patches  arranged  in  the  course  of,  in  a  case  of 

Morphcea  (H.  R.  Crocker) 11 G 

Nettleship  (Edward),  three  cases  of  sympathetic  Ophthalmitis 
setting  in  three  weeks  after  Excision  of  the  other  eye,  with 
abstracts  of  other  cases  published       .....     206 

Nipple,  see  Eczema. 

Norton  (A.  T.),  removal  of  the  frontal  portion  of  the  Frontal 
Bone,  the  roofs  of  both  orbits,  the  ethmoid  bone,  left  eye- 
ball,- &c.,  followed  by  restoration  to  health  ...       48 

Obstruction  of  Intestines,  see  Intestinal  Obstruction. 
CEsophagus,  impacted  Fish-bone   in,  penetrating  the  diaphragm 

and  pericardium  and  wounding  the  heart  (F.  S.  Eve).  .     174 

Ophthalmitis,  acute,  aiFecting  both   eyes;    treatment    by  rapid 

Mercurialisation  and  the  instillation  of  Duboisin  (Spencer 

Watson) 43 

sympathetic,  three  weeks  after  Excision  of  the  other  eye ; 

three  cases  (E.  Nettleship) 206 

abstracts  of  published  cases  of,  setting  in  after 


Excision  of  the  other  eye  .         .         .  .         .         .         .214 

Orbits,  removal  of  roofs  of  both,  ethmoid  bone,  &c.  (A.  T.  Norton)       48 

Ord  (Wm.  Miller),  cases  of  Myxoedema 15 

Orman,  James,  case  of,  struck  by  Lightning,  1878  (Geo.  Wilks)       32 
Osteotomy,  subcutaneous,  remarks  on  (B.  E.  Brodhurst)    .         .     129 
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Paget  (Sir  James),  see-  Wilhs  (case  of  J.  Orman,  struck  by 
Lightning), 

Palate,  &c.,  removal  of  (A.  T.  Norton) 48 

Paralysis,  rapid,  involving  the  four  extremities,  face,  respiration, 

and  deglutition  (T.  Buzzard)     .         .         .  ,         .         .180 

Paraplegia,  from  Pott's  disease,  treated  by  Sayre's  jacket,  death 

from  a  kink  in  duodenum  (T.  Buzzard)      .         .         .         .157 

Parker  (R.  W.),  on  a  new  method  of  Excising  the  Hip-joint 
(six  cases),  together  with  remarks  on  the  pathology  and 
treatment  of  Hip  disease   .         .         .         .         .         .         .104 

Pericardium,  penetration  of,  by  impacted  Fish-bone  in  (Esophagus 

(F.  S.  Eve) 174 

Pick  (Thomas  Pickering),  case  of  subastragaloid  Dislocation^       .     1 32 
Polyuria,  development  of,  after  cessation  of  Chylous  Urine  (S.  O. 

Habershon)       .........     142 

Porter  (Surgeon-Major),  case  of  Leprosy  with  enlarged  glands. 

Report  of  the  Committee  on       .......         1 

Pott's  disease.  Paraplegia  from,  treated  by  Sayre's  jacket,  death 

from  a  kink  in  duodenum  (T.  Buzzard)       ....     157 

Powell  (R.Douglas),  see  Report  on  Surgeon-Major  Porter's  case 

of  Leprosy  with  enlarged  glands. 
Pus,  discharge  of,  see  Pyelitis. 
Pyelitis,  case  of,  discharge  of  Pus,  incision  in  the  loins ;  recovery 

(S.  O.  Habershon  andJN".  Davies-CoUey)    .         .         .         .138 

Pylorus,  Cancer  of,  ulceration  and  abscess  between  pylorus  and 

liver,  &c.  (T.  Whipham) 369 

Radius,  Myeloid  disease  of,  in  which  part  of  the  Radius  and 
Ulna  were  excised  four  years  ago,  leaving  a  useful  hand  (H. 
Morris)     ..........     155 

Report  of  the  Committee  on  Chloral  (Sir  William  Jenner,  Dyce 
Duckworth,  Robert  Farquharson,  Thomas  Buzzard,  Thomas 
Barlow) 117 

Report  on  H.  Radcliffe  Crocker's  case  of  Congenital. disease  of 
the  Scalp  (Dyce  Duckworth,  Robert  Liveing,  Jonathan 
Hutchinson,  H.  Radcliffe  Crocker)      .....       42 

Report  of  the  Committee  on  J.  F.  Goodhart's  case  of  Keloid  Growth 
following  small-pox,  also  on  the  difference  between  various 
forms  of  keloid  and  of  keloid  peculiar  to  syphilis  (Dyce 
Duckworth,  Robert  Liveing,  H.  R.  Crocker,  Jonathan 
Hutchinson,  and  J.  F.  Goodhart)        .....       54 
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Repoit  of  the  Committee  on  Surgeon-Major  Porter's  case  of 
Leprosy  with  enlarged  Glands  [in  Pathological  Society's 
Transactions,  Vol.  XXIX.,  p.  335]  (W.  Cayley,  Robert 
Liveing,  Dyce  Duckworth,  R.  Douglas  Powell)   ...         1 

ditto,  Microscopic  Report  on  the  Tissues  by  V.  D.  Harris       11 

Rheumatic  Fever,  see  below  Rheumatism  (acute). 

Rheumatism,  acute,  two  cases,  (I.)  cerebral  without  hyperpyrexia 

(R.  Southey) 25 

(II')>  sudden  death  without  elevation  of  tem- 
perature, but  with  post-mortem  appearances  which  have 
been  attributed  to  hyperpyrexia  (R.  Southey)     .         .         .29 

■'  case  with  symptoms  of,  terminating  fatally  on  the 

tenth  day  (T.  Buzzard) 127 

-with ulcerative  endocarditis,  multiple  embolisms; 


death  on  the  tenth  day  (R.  Southey)  .....  227 
cases  of  Rheumatic  Fever  treated  with  Salicin 

(E.  H.  Greenhow) 244 

cases  of  Rheumatic  Fever  treated  with  Salicylate 

of  Soda  (E.  H.  Greenhow) 262 

case  of,  treated  by  Salicylic  Acid,  and  terminating 


fatally  (J.  F.  Goodhart) 123 

Ribs,  excision  of  portions  of,  in  a  case  of  Empyema  (F.  Taylor 

and  H.  G.  Howse) 19 

Ringworm,  a  calotte  after  use  in  the  treatment  of  (B.  Squire)      .  63 

Salicin,  case  of  Rheumatic  Fever  treated  with  (E.  H.  Greenhow)     244 

Salicylate  of   Soda,  cases  of  Rheumatic  Fever   treated  with  (E. 

H.  Greenhow) 262 

Salicylic  acid,  acute  Rheumatism  treated  by,  and  terminating 

fatally  (J.  F.  Goodhart) 123 

Salivary  Fistula,  Traumatic,  treated  by  passing  a  fine  catgut 
bougie  from  the  mouth  through  Stenson's  duct;  recovery 
(H.  Morris) .     144 

Sangster   (Alfred),  case  of  exfoliation  and  suppuration  of  the 

Nails  of  uncertain  origin    .......     149 

case  of  Molluscum  fibrosum,  with  remarks  on  its  his- 
tology      ..........     166 

Sarcoma,  case  of  Intrathoracic  (F.  de  Havilland  Hall)  .         .     200 

Sayre's  jacket,  treatment  of  a  case  of   Paraplegia  from  Pott's 

disease  by  (T.  Buzzard) 157 

Soalp,  case  of  Traumatic  Aneurism  of  (W.  J.  Tyson)  .         .       64 
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Sclerotic,  wound   of,  close  to  cornea,  enucleation  succeeded  by 

serous  iritis,  &c.  (E.  Nettleship)         .  .         .         .         .210 

Sebaceous  disease  of  the  Head  and  Neck,  congenital  (H.  R.  Crocker)       40 

Sinus,  lateral,  see  Thrombosis  of. 

Small-pox  scars,  case  of  unusual  development  of  Keloid  in  (J.  F. 

Goodhart)         .........       51 

Smith  (Thomas),  case  of  spontaneous  Gangrene  of  the  thumb 

and  finger  of  the  right  hand        .         .         .         .         .         .196 

two  cases  of  congenital  cystic  Hygroma  .         .         .197 

Soda,  see  Salicylate  of. 

SouTHEY  (Reginald),  two  cases  of  acute  Rheumatism :  I.  Cerebral 
Rheumatism  without  hyperpyrexia ;  II.  Acute  Rheumatism  ; 
sudden  death  without  elevation  of  temperature    ...       25 

case  of  acute  Rheumatism  with  ulcerative  endocarditis, 

multiple  embolisms ;  death  on  tenth  day    ....     227 

Sphenoid  bone,  left  eyeball,  &c.,  removal  of  (A.  T.  Norton)       .       48 

Squike  (Balmanno),  a  calotte  after  use  in  the  treatment  of  Ring- 
worm      ..........       63 

Stenson's  duct,  passing  a  bougie  through,  from  the  mouth,  in  cure 

of  a  Salivary  Fistula  (H.  Morris) 144 

Stokes  (William),  case  of  Amputation  through  the  Hip-joint, 

with  remarks    .........     233 

Streatfeild  (J.  F.),  case  of  unilateral  Morphcea,  with  exostoses 

and  corneal  opacity 362 

remarks  by  Jon.  Hutchinson    ....     363 

Subastragaloid  Dislocation,  case  of  (T.  P.  Pick)  .         .         .     132 

Subcutaneous  section,  see  Osteotomy  (subcutaneous). 

Suppuration  of  Nails,  see  Nails. 

Syphilis,  Report  on  Keloid  peculiar  to 54 

Taylor  (Frederick),  an  unusual  case  of  Cardio-pulmonary  Bruit  365 
and  H.  G.  HowsE,  case  of  Empyema  in  which  portions 

of  ribs  were  excised  .  .         .         .         .         .         .         .19 

Temporal  Bone,  fracture  through,  in  a  child  aged  thirteen  months 

(F.  S.  Eve) 191 

Thigh    Stump,   secondary  Haemorrhage    from,   with    calcareous 

degeneration  of  the  vessels  (W.  H.  Cripps)  .         .         .     237 

Thin    (George),    Report    of   the   microscopical  examination   of 

G.  Lawson's  case  of  Cancer  of  the  Breast  ....  39 
Thrombosis  of  the  lateral  sinus  and  jugular  vein,  followed  by 

Herpes  of  the  face,  in  disease  of  the  mastoid  bone  (H.  Morris)     352 


390  Index. 

PAOK 

Typhoid  Fever,  case  of,  with  Nephritis  and  profuse  hsematuria, 

without  dropsy  (E.  PI.  Greenhow) 177 

TrsON  (W.  J.),  case  of  traumatic  Aneurism  of  the  scalp     .         .       64 

Union,  sutural,  of  nerve,  see  Nerve  (Median). 

Urine,  Chylous,  case  of,  after  Ague  in  India,  cessation,  develop- 
ment of  glycosuria  and  polyuria  (S.  O.  Habershon)      .         .     142 

Uterus,  displacement  of,  causing  acute  hysterical  Vomiting,  of  ten 

months'  duration  (Graily  Hewitt)       .....     346 

Vein,  jugular,  see  Thrombosis  of. 

Vomiting,  acute  hysterical,  of  ten   months'  duration,  caused  by 

displacement  of  the  uterus  (Graily  Hewitt)  .         .         .     346 

Watson  (W.  Spencer),  case  of  acute  Ophthalmitis  affecting  both 
eyes ;  treatment  by  rapid  mercurialisation  and  the  instilla- 
tion of  Duboisin        ........       43 

Whipham  (T.  T.),  Cancer  of  the  Pylorus,  ulceration,  and  abscess 

between  the  pylorus  and  liver,  gangrene  of  left  foot  and  leg     369 

WiLKS  (George),  case  of  James  Orman,  struck  by  Lightning, 

June  8,  1878 32 

Wound,  perforating,  of  the  Lung  (Surgeon- Major  Alcock)  .         .       47 

Gunshot,  case  of  (E.  Adam) 137 
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